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MENTAL  DISORDER  AND  THE  LAW- 
A  LOOK  AT  FORENSIC  PSYCHIATRY 

The  1972  John  W.  Umstead  Series  of  Distinguished  Lectures, 
sponsored  by  the  North  Carolina  Department  of  Mental  Health,  the 
North  Carolina  Department  of  Correction,  and  the  Dorothea  Dix 
Hospital  Residency  Training  Program,  focused  attention  on  the 
theme,  "Mental  Disorder  and  the  Law — A  Look  at  Forensic  Psychi- 
atry." This  issue  of  the  Journal  contains  nine  of  the  papers  pre- 
sented at  this  year's  lecture  series.  The  other  papers  were  not 
available  at  press  time. 


ABOUT  THE  JOHN  UMSTEAD  LECTURES 


The  annual  John  W.  Umstead  Series  of  Distinguished  Lectures 
was  established  in  1964,  primarily  to  provide  professional  growth 
and  enlightenment  for  staff  members  of  the  North  Carolina  Depart- 
ment of  Mental  Health.  Over  the  years  the  lecture  series  has  grown 
and  broadened  its  scope  and  now  attracts  both  professional  and 
lay  persons  from  throughout  North  Carolina  who  work  in  many 
allied  fields. 

Past  lecture  series  have  focused  attention  on  such  topics  as 
community  mental  health;  chronicity;  communication  in  health  and 
disease;  child  mental  health;  alcoholism;  man,  systems  and  mental 
health;  and  mentaf  health  programs  in  the  seventies. 

The  lecture  series  was  named  in  honor  of  the  late  John  Wesley 
Umstead,  Jr.,  a  former  legislator  and  chairman  emeritus  of  the 
State  Board  of  Mental  Health.  A  Chapel  Hill  businessman,  Umstead 
was  known  throughout  the  state  and  nation  for  his  pioneering  efforts 
to  secure  better  care  for  the  mentally  ill,  the  mentally  retarded  and 
the  alcoholic  in  North  Carolina.  It  was  through  his  efforts  that  the 
State  Board  of  Mental  Health  was  able  to  acquire  the  deactivated 
Army  Training  Camp  in  Butner  for  use  as  a  state  facility  for  the 
mentally  ill  and  retarded  in  1947.  Umstead  was  instrumental  in  the 
opening  of  many  state  facilities  at  Butner  and  spearheaded  the 
legislative  campaign  for  the  construction  of  Murdoch  Center  for  the 
mentally  retarded.  He  also  played  an  important  role  in  rounding  up 
support  for  the  state's  fourth  mental  retardation  center,  Western 
Carolina  Center  in  Morganton. 

Other  outstanding  accomplishments  include  leading  the  legis- 
lative fight  that  brought  a  change  in  the  state's  antiquated  commit-  ; 
ment  laws,  and   using  his   influence  to   increase  the  operational 
budgets  of  our  state  institutions. 

In  1959  the  General  Assembly  honored  John  Umstead  for  his 
many  achievements  in  the  mental  health  field  by  naming  for  him 
the  state  mental  hospital  at  Butner,  a  facility  which  was  established 
as  a  result  of  his  untiring  efforts. 

John  Umstead  lived  to  see  the  fruition  of  his  dreams  and  efforts 
on  behalf  of  the  mentally  handicapped  when  the  State  Department 
of  Mental  Health  was  established  by  the  1963  General  Assembly. 

His  real  monument,  however,  is  an  enlightened  public  attitude 
and  a  progressive  program  of  research,  training  and  care  for  the 
mentally  ill,  the  mentally  retarded  and  the  alcoholic  in  North  Caro- 
lina made  possible  by  his  years  of  devotion  to  a  cause  born  out  of 
human  compassion. 


MENTAL  HEALTH  AND  THE  LAW 

Joe  K.  Byrd 

Chairman,  N.  C.  Board  of  Mental  Health 

My  first  thought  when  Dr.  Ben  Britt  asked  me  to  be  one  of  the 
speakers  at  this  Ninth  Annual  John  W.  Umstead  Series  of  Dis- 
tinguished Lectures  was  a  line  from  an  old  song  ".  .  .  fools  rush  in 
where  wise  men  fear  to  tread  .  .  ."  It  is  a  rather  risky  task  for  a 
i  lawyer  to  attempt  to  predict  for  a  decade  either  legislative  or 
judicial  changes  in  the  law  on  any  subject.  And  you  will  agree  it 
becomes  a  full  blown  task  when  the  subject  matter  involves  a  bit 
of  mental  disorder,  retardation  and  addiction. 

Several  weeks  ago,  Dr.  Thomas  telephoned  me  regarding  the 
program.  His  chief  concern  was  that  each  speaker  stay  within  the 
limits  of  his  topic  so  as  not  to  duplicate  the  remarks  of  other 
speakers.  I  assured  him  it  was  highly  unlikely  that  any  other 
speaker  would  want  to  lay  claim  to  any  of  my  remarks.  I  want  you 
to  know  I  am  pleased  with  my  assigned  topic,  "Mental  Health  and 
the  Law,"  for  it  is  in  these  two  fields  that  most  of  my  efforts  are 
directed.  It  is  only  occasionally  that  the  two  dovetail. 

First,  let  me  tell  you  there  is  no  Byrd  Theory  on  mental  health, 
nor  is  there  likely  to  be.  I  prefer  to  collect  factual  information 
about  how  mental  health  services  actually  operate  (instead  of  how 
they  should  work  theoretically),  arrange  this  information  in  some 
sort  of  logical  form,  and  then  base  my  conclusions  squarely  on  the 
evidence.  I  leave  to  other  speakers  the  precise  development  of 
their  subjects.  You  will  recognize  each  is  well  qualified  in  his  sub- 
ject. You  w'll  not  be  able  to  go  to  text  or  treatise  for  an  evaluation 
of  my  conclusions.  I  would  suggest  an  objective  evaluation  of  our 
capabilities  and  lack  of  capabilities,  the  fundamental  needs  of  our 
citizens,  the  clouds  on  the  horizon  suggesting  additional  legislative 
and  judicial  decrees.  These,  combined  with  a  backward  look  some 
years  hence  at  what  did  happen  and  why,  will  provide  a  means  of 
evaluating  my  conclusions. 

Our  system  of  government  involves  the  concept  of  society  by 
way  of  its  government  furnishing  a  variety  of  services  to  people. 
Some  of  these  services,  such  as  national  defense  and  police  pro- 
tection, provide  protection  for  all  citizens  against  both  external 
and  internal  violence.  Other  services  are  oriented  more  directly 
toward  a  smaller  segment  of  society  ...  the  less  fortunate  who  do 
not  possess  the  capability  or  the  means  of  self  provision.  By  and 
large,  government  provided  mental  health  services  fall  into  the 
latter  category.       _   -       . 
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The  thrust  of  the  law  upon  mental  health  stems  from  legisla- 
tures on  the  one  hand  and  from  judicial  decrees  on  the  other  hand. 
in  my  judgment,  in  the  next  ten  or  so  years  we  will  experience 
considerable  impact  from  each.  I  will  not  attempt  to  speculate 
which  will  have  the  greater  influence  upon  the  delivery  of  mental 
health  services.  It  is  assumed  and  expected  many  significant 
changes  in  mental  health  laws  are  designed  by  mental  health 
experts.  It  is  interesting  to  note  that  changes  of  at  least  equal 
significance  come  from  the  non  professional.  It  is  equally  interest- 
ing to  note  the  nonprofessional  intervenes  through  both  the  legisla- 
ture and  the  judicial  law  when  it  appears  to  him  there  is  lack  of 
quality  and  equality  in  services  rendered  by  the  professionals. 

A  Decade  of  Progress 

During  the  last  decade  there  have  been  remarkable  changes 
in  mental  health  services  in  North  Carolina.  The  1963  General 
Assembly  created  the  Department  of  Mental  Health  with  several 
major  divisions  and  the  1965  General  Assembly  authorized  a 
regional  concept.  Designed  by  mental  health  agency  professionals, 
it  constituted  a  major  thrust  aimed  at  the  delivery  of  better  and 
more  comprehensive  mental  health  services  throughout  the  state. 
Quality  and  equality  of  patient  care  are  fundamental  principles 
imbedded  in  this  reorganization  and  realignment.  During  the  last 
several  years,  the  nonprofessionals  have  voiced  concern  both  as 
to  quality  and  equality  of  mental  health  resources.  We  now  may  be 
rapidly  approaching  judicial  contests. 

During  the  last  few  years,  another  major  agency  effort  has  been 
to  develop  capabilities  in  the  local  community  rather  than  relying 
almost  exclusively  upon  the  state  psychiatric  hospitals  and  retar- 
dation centers.  Again  at  the  request  of  agency  professionals,  the 
1971  General  Assembly  authorized  area  mental  health  programming 
and  unified  budgeting.  The  twofold  theme  is  wherever  practical  to 
provide  mental  health  services  in  the  local  communities,  and  to 
provide  for  continuity  of  service  for  those  whose  needs  require 
short-term  intensive  care  in  our  large  treatment  centers. 

I  believe  local  area  care  combined  with  regional  hospitals  and 
centers  is  a  superior  concept  for  the  delivery  of  mental  health 
services  in  North  Carolina.  The  theory  is  sound.  But  for  it  to  work, 
all  of  us  who  share  a  responsibility  for  its  implementation  must 
keep  foremost  in  our  minds  the  necessity  of  determining  the  real 
needs  and  then  meeting  these  needs  by  professionally  capable 
persons.  If  we  fail  to  strive  for  excellence,  if  we  allow  ourselves 
to  be  content  with  incompetence,  if  we  address  ourselves  to  the 
fringes  rather  than  going  after  the  critical  needs,  then  the  needs 
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of  our  patients  will  not  have  been  met  and  at  a  later  date  men  with 
greater  vision  will  adjudge  us  as  failures. 

Governmental  agencies,  be  they  federal  or  state,  have  a  ten- 
dency over  a  period  of  time  gradually  and  almost  imperceptably 
to  build  artificial  barriers  or  borders  around  their  activities.  As 
time  goes  on  tradition  and  custom,  combined  with  a  growing  lack 
of  knowledge  of  the  capabilities  of  others,  make  it  difficult  for 
•agencies  to  combine  their  efforts  on  behalf  of  a  person  in  need. 
Oftentimes  the  whole  needs  of  the  person  are  not  met  because  an 
agency  may  not  have  the  capability  to  meet  all  aspects  of  a  per- 
son's problems.  At  other  times  less  essential  needs  are  attended 
to  because  these  just  happen  to  be  the  ones  convenient  to  serve. 
At  still  other  times  there  is  costly  duplication  of  effort,  as  each 
agency  strives  to  meet  the  needs  of  the  person.  If  you  really  doubt 
this,  ask  yourselves  how  much  you  know  about  other  agencies, 
when  did  you  last  combine  resources  for  a  common  goal,  can  you 
concede  another  agency  may  be  far  more  capable  in  any  sub- 
stantial area  than  yours? 

Agencies  Combined 

John  Q.  Citizen  and  his  legislators  recognized  some  of  these 
problems,  and  the  Executive  Organization  Act  of  1971  was  enacted. 
A  part  of  that  legislation  created  the  Department  of  Human  Re- 
sources by  combining  into  this  one  large  department  a  number  of 
large  traditional  agencies  such  as  mental  health,  public  health, 
social  services,  the  Vocational  Rehabilitation  Division  of  Public 
Instruction;  the  schools  for  the  deaf,  along  with  a  large  number  of 
smaller  agencies  and  organizations.  I  believe  this  act  constitutes 
the  greatest  opportunity  of  the  century  for  North  Carolina  to  effec- 
tively marshal  I  its  resources  for  the  delivery  of  services  to  its 
citizens,  and  at  a  price  our  people  can  afford  and  are  willing  to  pay. 

I  do  not  intend  to  convey  the  impression  there  is  no  teamwork 
between  agencies,  for  there  are  notable  examples  to  the  contrary. 
Just  recently  the  Department  of  Correction  was  able  to  quell  a 
potentially  explosive  riot  situation  at  one  of  its  field  units  through 
the  prompt  efforts  of  four  medical  doctors  from  one  of  the  psychi- 
atric hospitals  who  went  to  the  unit  and  gave  examinations  to  some 
50-odd  patients  who  had  elected  in  the  absence  of  the  unit's  medi- 
cal doctor  to  report  on  sick  call.  With  private  citizens  serving  as 
catalysts,  I  know  some  mental  hospital  patients  are  receiving  eye 
care  through  a  public  health  clinic. 

None  of  us  knows  at  this  point  exactly  what  adjustments  in 
mandates  should  or  will  come  about  through  the  efforts  of  the 
Department  of  Human  Resources.  But  this  much  we  do  know:  there 
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will  be  changes;  there  will  be  reallocations  of  responsibilities;  there 
will  be  modifications  in  funding.  We  can  confidently  expect  through 
mutual  effort  that  the  overall  result  will  be  better  total  service.  We 
must  not  be  content  with  less. 

Just  a  few  years  ago  there  were  next  to  no  provision  for  pub- 
licly educating  and  training  the  slowest  learners.  The  needs  of 
children  afflicted  by  mental  retardation  were  virtually  ignored  by 
the  public  school  system.  Those  who  had  severe  problems  were 
totally  excluded  because  they  did  not  fit  into  the  system.  Others 
were  tolerated  in  a  benevolent  baby-sitting  fashion  by  being  allowed 
to  attend  and  being  promoted  from  class  to  class  with  next  to  no 
instruction  aimed  at  meeting  their  needs  and  within  their  range 
of  comprehension.  These  youngsters  did  not  fit  into  the  system  of 
education  devised  by  the  educational  experts! 

It  took  a  shamefully  long  time  for  those  in  charge  of  the  system 
to  come  around  to  the  concept  of  changing  and  molding  a  system 
to  meet  the  needs  of  its  recipients.  We  in  North  Carolina  have  made 
a  start  in  the  direction  of  devising  systems  to  meet  the  needs  of 
people  rather  than  stoutly  and  steadfastly  insisting  that  people 
conform  to  the  needs  of  the  system.  The  crucial  question  now  is: 
How  rapidly  will  service  be  expanded?  The  educational  needs  of 
the  retarded  cannot  be  met  overnight.  But  we  know  they  must  be 
and  will  be  met. 

It  is  my  belief  that  unless  the  legislatively  created  agencies 
rapidly  gear  themselves  to  meeting  the  needs  of  the  retarded,  the 
courts  by  judicial  decree  will  compel  action.  I  personally  believe 
it  would  be  far  better  that  the  lawyers  and  judges  in  the  courtrooms 
not  be  put  to  the  task  of  devising  the  means  of  meeting  the  edu- 
cational and  training  needs  of  the  retarded.  They  may  feel  com- 
pelled to  do  so  in  the  face  of  continued  inertia  or  patterned  slow- 
ness on  the  part  of  the  mental  health  and  public  education  pro- 
fessionals. 

During  recent  weeks  the  State  Board  of  Mental  Health  has 
been  considering  capital  improvement  budget  requests  for  the 
1973-75  biennium.  Included  was  a  $5.5  million  proposal  for  a  new 
350  bed  forensic  facility  at  one  of  the  psychiatric  hospitals  to  meet 
the  forensic  needs  for  the  next  20-30  years.  Inquiry  reveals  70  per- 
cent of  current  services  involve  persons  referred  from  the  judicial 
department  for  pretrial  evaluations  and  only  30  percent  for  treating 
patients.  In  my  judgment  it  would  be  wise  at  this  time  for  the  State 
of  North  Carolina,  through  its  departments  of  administration, 
human  resources,  justice,  and  correction,  to  consider  anew  the 
legal  requirements  of  present  statutes  relating  to  pretrial  evalu- 
ations,  postconviction   confinement,   and  the  appropriate  funding 
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mechanisms.  I  believe  our  state  can  accomplish  better  results  in 
less  time  and  at  less  expense. 

The  law,  both  legislative  and  judicial,  is  a  powerful  enabling 
instrument  in  the  delivery  of  mental  health  services.  It  can  be  as 
equally  powerful  if  used  in  a  mandatory  fashion.  Proper  use  of  the 
first  is  the  best  defense  to  the  latter. 


ALTERNATIVES  TO  IMPRISONMENT 
FOR  RESPONSIBLE  OFFENDERS 

The  Honorable  James  G.  Exum,  Jr. 

General  Court  of  Justice 

Superior  Court  Division 

Greensboro 

The  problem  of  how  to  handle,  legally,  the  concept  of  mental 
capacity  to  commit  crime  is  interesting  and  important.  The  impor- 
tance of  it,  however,  pales  when  compared  to  the  problem  of  proper 
sentencing  of  convicted  defendants  who  admittedly  have  the  mental 
capacity  to  commit  crime.  In  almost  five  years  on  the  superior  court 
bench  in  North  Carolina,  I  can  recall  only  two  or  three  criminal 
cases  in  which  the  defense  of  criminal  insanity — lack  of  mental 
capacity — was  raised.  Almost  daily,  however,  when  presiding  over 
criminal  sessions  of  court  I  have  been  faced  with  the  question  of 
what  sentence  to  impose  upon  a  convicted  defendant  whose 
criminal  conduct  seems  clearly  to  have  been  caused  by  an  under- 
lying social,  mental,  or  personality  disorder  such  as  alcoholism, 
drug  addiction,  mental  retardation,  mental  illness  not  amounting 
to  criminal  insanity,  the  inability  to  maintain  worthwhile  employ- 
ment because  of  insufficient  training  or  education,  the  inability 
to  cope  with  an  unhealthy  home,  family,  or  neighborhood  environ- 
ment, or  a  combination  of  some  or  all  of  these  things. 

Although  there  may  exist  programs  within  the  State  Depart- 
ment of  Correction  designed  to  deal  with  these  conditions,  most 
often  when  one  or  more  of  them  are  the  principal  cause  of  crimin 
ality  and  particularly  where  the  defendant  is  a  first  offender  or  a  | 
teenager,  or  a  young  adult,  imprisonment  is  the  wrong  answer 
Excluding  the  death  penalty,  imprisonment  is  the  harshest  penalty  j 
the  judge  can  exact.  It  is  appropriate  in  cases  where  the  defendant 
is  innately  mean  or  vicious,  where  his  past  conduct  or  present 
information  about  him  warns  that  he  is  dangerous  to  himself  or 
others,  where  the  crime  he  has  committed  is  so  heinous  that  the 
community  would  be  outraged  by  any  other  disposition,  where  he 
evinces  an  utter  disregard  for  the  well-being  of  other  people,  or 
where  he  is  an  habitual  offender.  Short  terms  of  confinement  may 
be  proper  in  limited  types  of  cases  such  as  major  traffic  offenses 
as  a  deterrent  to  the  defendant  and  others. 

What,  though,  are  the  alternatives  available  to  the  court  where 
imprisonment  is  not  the  proper  solution?  First,  prayer  for  judgment 
in  the  case  can  be  continued  for  a  period  of  time  not  to  exceed 
five  years  with  no  conditions  attached.  This  simply  means  that  the 
court  is  withholding  the  imposition  of  any  judgment.  Presumably 
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if  the  defendant  gets  in  no  further  trouble,  judgment  will  never 
be  entered  against  him.  However,  the  solicitor  may  at  any  time 
within  the  period  stated  by  the  court  pray  that  judgment  be 
imposed.  Second,  prayer  for  judgment  can  be  continued  for  a  time 
not  to  exceed  five  years  upon  stated  conditions.  This  means  that 
no  judgment  is  entered  and  no  judgment  can  ever  be  entered  so 
long  as  the  defendant  complies  with  the  conditions  stated.  Third, 
a  simple  judgment  that  the  defendant  pay  the  costs,  pay  a  fine, 
or  pay  a  fine  and  costs,  the  payment  of  which  would  end  the 
matter,  may  be  imposed.  Fourth,  a  judgment  of  imprisonment  can 
be  imposed  and  then  suspended  for  a  period  of  time  not  to  exceed 
five  years  upon  stated  conditions.  This  is  known  generally  as  a 
"suspended  sentence,"  to  which  the  defendant  must  assent.  The 
defendant  will  never  have  to  serve  the  term  of  imprisonment  pro- 
vided he  complies  with  the  conditions  during  the  period  of  sus- 
pension. To  the  judgment  of  imprisonment  suspended  on  con- 
ditions stated  there  can  be  added  the  element  of  probation  super- 
vision. This  is  generally  referred  to  as  a  "probation  judgment"  or 
"putting  the  defendant  on  probation." 

Conditions  of  Probation 

Certain  stated  conditions  in  a  probation  judgment  are  gen- 
erally referred  to  as  the  "usual  conditions  of  probation"  because 
they  are  listed  in  the  North  Carolina  statutes  dealing  with  such 
judgments.  They  include  conditions  requiring  the  defendant  to 
"avoid  injurious  or  vicious  habits;  avoid  persons  or  places  of  dis- 
reputable or  harmful  character;  report  to  the  probation  officer  as 
directed;  permit  the  probation  officer  to  visit  at  his  home  or  else- 
where; work  faithfully  at  suitable,  gainful  employment  as  far  as 
possible  and  save  his  earnings  above  his  reasonably  necessary 
expenses;  remain  within  a  specified  area  .  .  .;  pay  a  fine  .  .  .;  make 
reparation  or  restitution  to  the  aggrieved  party  .  .  .;  support  his 
dependents  .  .  .;  violate  no  penal  law  of  any  state  or  the  federal 
government  and  be  of  general  good  behavior."  Two  other  interest- 
ing statutory  conditions  of  probation  judgments  are  that  the  de- 
fendant can  be  required  to  report  to  the  sheriff  of  any  county  and 
submit  himself  to  be  incarcerated  in  the  local  jail  during  weekends 
or  other  intervals  directed  by  the  court  and  to  surrender  his  earn- 
ings to  "the  County  Board  of  Public  Welfare  or  other  responsible 
agency."  This  agency  is  then  empowered  to  pay  the  costs  of  the 
defendant's  keep  while  he  is  in  jail  and  apply  the  balance  to  the 
support  and  maintenance  of  the  defendant's  dependents,  and  pay 
any  remaining  sum  to  the  defendant  either  upon  the  expiration  of 
the  probationary  period  or  at  such  other  times  as  may  be  directed 
by  the  court. 
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In  addition  to  the  statutory  conditions  provided  for  in  probation 
judgments,  the  court  may  also  impose  what  are  generally  referred 
to  as  "special  conditions."  The  court  has  wide  latitude  in  choosing 
whatever  special  conditions  it  feels  may  best  benefit  the  defendant, 
aid  in  his  rehabilitation,  and  protect  society.  So  long  as  the  con- 
ditions imposed  are  reasonably  related  to  the  offense  committed 
or  the  causes  thereof  and  have  a  reasonable  tendency  to  rehabili- 
tate or,  for  that  matter,  constitute  a  reasonable  penalty  for  the 
offense  committed,  the  number  and  sorts  of  conditions  which  may 
be  imposed  are  limited  only  by  the  imagination  of  the  trial  judge 
and  the  willingness  of  the  defendant  to  assent  to  their  imposition. 

The  only  thing  that  distinguishes  a  probationary  judgment 
from  a  simple  suspended  sentence  is  that  in  the  former  the  defen- 
dant, during  the  period  of  suspension,  is  supervised  by  a  probation 
officer.  These  officers  are  nearly  always  college  graduates  who 
have  had  some  training  in  probation  supervision.  Our  North  Carolina 
probation  officers  are  an  extremely  well-motivated  and  dedicated 
group  of  men  and  women.  Practically  without  exception,  in  my 
experience,  they  try  earnestly  to  be  of  real  assistance  to  the  per- 
sons under  their  supervision  with  a  view  toward  helping  them 
comply  with  the  conditions  of  their  probation  judgments  so  that 
an  active  prison  sentence  will  not  have  to  be  served.  They  assist 
the  probationer  in  finding  work  and  they  counsel  with  him  with 
regard  to  his  personal  and  social  problems,  but  they  must  always 
remain  an  authority  figure.  They  have  the  power,  and  the  pro- 
bationer knows  it,  to  arrest  the  probationer,  bring  him  back  to 
court  and  report  him  to  the  judge  for  violating  one  or  more  of  the 
conditions  of  the  probation  judgment.  The  probation  officer  cannot 
be  a  pal  to  the  probationer.  The  extent  to  which  the  probationer 
can  confide  in  his  probation  officer  is  limited  by  the  duty  of  the 
probation  officer  to  exercise  his  authority  and  to  report  the  pro- 
bationer if  he  violates  a  condition  of  his  judgment.  Upon  receiving 
the  report  and  hearing  evidence,  the  court,  if  it  finds  that  the 
probationer  has  willfully  violated  one  or  more  of  the  conditions  of 
his  probation,  may  order  the  probation  terminated  and  the  sentence 
of  imprisonment  placed  into  effect  or  it  may,  nevertheless,  con- 
tinue the  defendant  on  probation.  The  court  at  any  time  for  good 
cause  may  modify,  delete,  or  add  conditions  of  probation  during 
the  probationary  period. 

Our  probation  officers  normally  have  little,  if  any,  formal, j 
specialized  training  in  such  problems  as  alcoholism,  drug  addiction, 
mental  retardation  or  other  mental  disorders  or  social  problems. 
Most  often,  too,  they  carry  two  to  three  times  the  recommended 
caseloads  and  are  simply  physically  unable,  for  lack  of  time,  to 
closely  supervise  their  probationers. 
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Motivation  Provided  by  the  Court 

Nevertheless,  a  properly  structured  suspended-type  judgment 
can  be  a  dramatic  rehabilitative  and  deterrent  force  for  the  defen- 
dant who  needs  professional  help  beyond  that  which  he  can  give 
himself  and  probably  beyond  that  which  the  probation  officer  can 
afford.  Through  it  the  court  can  insist  that  the  defendant  get  that 
kind  of  help  or  else  be  sent  to  prison.  The  court  can  thus  provide 
considerable  motivation  to  the  individual  and,  through  the  pro- 
bation officer,  some  amount  of  guidance  and  general  supervision. 

For  example,  within  the  past  eighteen  months  I  have  begun  to 
impose  suspended-type  judgments  of  the  following  sort.  Where  a 
defendant  was  clearly  mentally  retarded,  a  special  condition  was 
included  to  the  effect  that  he  consult  regularly  with  the  local 
vocational  rehabilitation  counselor  until  the  counselor  certifies  to 
his  probation  officer  or  to  the  court  that  further  consultations  would 
be  of  no  benefit.  Where  a  defendant  had  promise  academically  but 
had  failed  to  complete  high  school,  a  condition  was  added  in  the 
judgment  that  he  enroll  in  some  local  community  college  in  a 
course  which  would  eventually  enable  him  to  pass  a  high  school 

'equivalency  examination  and  that  he  receive  a  high  school  equival- 
ency certificate.  Where  it  was  not  clear  that  the  defendant  pos- 
sessed the  required  academic  capabilities,  the  judgment  would 
provide  that  he  either  receive  a  high  school  equivalency  certificate 
or  complete  some  job  training  course  in  a  local  community  college 
or  technical  institute.  Where  the  defendant  seemed  to  have  some 
personality  disorder,  it  was  provided  that  he  consult  regularly  with 
the  local  mental  health  clinic  as  directed  by  the  clinic  until  the 
staff  certified  either  to  his  probation  officer  or  to  the  court  that 

I  further  consultation  would  serve  no  useful  purpose. 

I  The  difficulty  is  that  most  judges,  like  myself,  are  trained 
ressentially  in  the  law.  We  have  little  formal  background  in  the 
disciplines  of  sociology,  psychology,  education,  or  vocational  re- 
habilitation— just  to  name  a  few.  My  efforts  to  structure  a  meaning- 
ful suspended-type  judgment  have  been  feeble  ones,  indeed.  How 
much  more  could  be  done  by  the  courts  if  we  had  some  standing 
relationship  with  the  various  North  Carolina  social  agencies  who 
could  bring  to  bear  their  expertise  on  the  problems  we  are  called 
to  deal  with  daily  when  we  impose  criminal  judgments.  Which  state 
or  volunteer  agency,  if  any,  for  example,  can  the  court  sitting  in 
any  given  county  in  the  state  call  on  for  assistance?  What  tech- 
"niques  and  sorts  of  conditions  in  a  suspended-type  judgment 
would  this  agency  recommend  that  the  court  use  in  order  to  best 
utilize  the  agency's  resources?  Are  there  any  standard,  recom- 
mended regimens  for  those  kinds  of  individuals  we  have  discussed? 
The  answers  to  these  questions  must  come,  it  seems  to  me,  from 


14   N.  C.  JOURNAL  OF  MENTAL  HEALTH 

both  the  courts  and  the  various  agencies   in   the   state  working 
together  as  a  team. 

Let  me  give  you  one  example  of  this  kind  of  teamwork.  In 
Greensboro  for  the  last  several  years  the  court  has  seen  a  steadily 
increasing  rise  in  the  number  of  drug  law  violations  and  other 
violations  in  which  the  use  of  drugs  was  definitely  the  principal 
contributing  factor.  A  proliferation  of  local  programs  to  deal  with 
drug  abusers  appeared  and  the  court  had  difficulty  determining 
which  program  to  use  under  what  circumstances,  and,  really,  what 
kind  of  program  ought  to  be  recommended  to  deal  with  a  drug 
abuse  problem.  Fortunately,  in  June,  1970  an  organization  known 
as  "Outreach"  became  operational.  The  purpose  of  this  organi- 
zation, sponsored  by  the  Greensboro  Inter-City  Ministry  and  finan- 
cially supported  by  the  Sigmon  Sternberger  Foundation,  is  to  assist 
drug  abusers.  Its  approach  is  to  involve  them  in  small  therapeutic 
counseling  groups,  to  contact  their  families  and  counsel  with  their 
parents,  and,  most  importantly  for  the  purpose  of  my  presentation 
today,  to  coordinate  with  all  of  the  various  groups  in  Greensboro 
which  have  developed  programs  for  the  drug  abuser  and  to  make 
referrals  when  needed  to  the  proper  group.  Outreach  coordinated 
its  activities  with  the  drug  abuse  program  at  the  county  mental 
health  clinic,  the  vocational  rehabilitation  office,  the  Guilford  Unit 
of  John  Umstead  Hospital,  the  federal  hospital  in  Lexington,  Ken- 
tucky, and  the  department  of  education  of  the  University  of  North 
Carolina  at  Greensboro  for  the  purpose  of  seeking  trained  coun- 
selors, and  several  other  locally  sponsored  drug  programs  too  num- 
erous to  list  here.  After  Outreach  was  established  one  of  our  superior 
court  judges  presiding  in  the  county  had  a  troublesome  case  in- 
volving a  young  person  convicted  of  felonious  possession  and  sale 
of  narcotic  drugs.  The  judge  asked  defense  counsel  to  investigate 
available  programs  in  Greensboro  and  suggest  to  him  appropriate 
conditions  of  a  suspended-type  sentence  which  he  could  impose 
upon  the  defendant  to  help  him  with  his  problem  and  avoid  im- 
prisonment. As  I  understand  the  sequents  of  events,  defense  coun-  | 
sel  conferred  with' the  director  of  Outreach  and  possibly  with  some 
representatives  of  the  mental  health  clinic  and  they  came  up  with 
a  suggestion  for  probationary  conditions  which  were  substantially 
adopted  by  the  judge.  Sentence  was  imposed  and  suspended  upon 
the  following  conditions,  among  others,  to  which  the  defendant 
consented: 

(1.)  That  the  defendant  involve  himself  actively  in  the  Outreach 
counseling  program  under  the  direction  of  Steve  Hicks,  that  he 
attend  regularly  all  meetings  required  of  him  in  said  program  and 
follow  the  rehabilitation  program  designated  for  him  and  in  all 
respects  comply  with  and  abide  by  all  aspects  of  that  program; 
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(2.)  That  the  defendant  not  use  or  possess  illegally  any  drug; 

(3.)  That  the  defendant  not  enter  the  area;  (Here  was 

set  forth   a   particular  area    in   Greensboro   where   drug   use   and 
trafficking  in  drugs  was  known  to  be  prevalent.) 

(4.)  That  the  defendant  not  associate  with  any  person  known 
by  him  to  be  using,  dispensing,  or  trafficking  in  illegal  drugs, 
except  as  such  contact  may  be  approved  by  his  probation  officer 
or  be  necessary  as  a  part  of  his  involvement  in  the  Outreach  coun- 
seling program; 

(5.)  That  he  establish  and  maintain  contact  on  a  regular  basis 
with  a  sponsor  from  the  Greensboro  Jaycees  who  shall  assist  the 
defendant  as  he  is  able  and  shall,  from  time  to  time,  report  to  the 
probation  officer  with  regard  to  defendant's  status;  and 

(6.)  That  the  defendant  submit  to  and  pay  for  physical  exami- 
nations and  tests  by  any  doctor  when  directed  to  do  so  by  the 
probation  officer  for  the  purpose  of  providing  the  probation  officer 
with  information  on  whether  he  has  reverted  to  the  use  of  narcotic 
drugs. 

Coordination  Needed 

It  seems  to  me  that  this  same  kind  of  coordination  between 
'  the  courts  and  other  agencies  can  and  ought  to  take  place.  Better 
still,  the  agencies  themselves  might  designate  one  among  them  to 
act  as  liaison  with  the  courts  much  like  Outreach  did  in  Greensboro 
for  drug  abusers.  The  court  needs  to  know  who  to  call  on,  what 
kind  of  services,  if  any,  are  available  and  what  kind  of  suspended- 
type  sentence  conditions  the  agency  would  prefer  to  see  imposed 
upon  a  defendant  with  a  particular  sort  of  social,  mental,  or  per- 
sonality problem.  The  final  decision,  of  course,  would  be  that  of 
the  judge.  The  Vocational  Rehabilitation  Division  of  the  State  De- 
partment of  Public  Instruction  now  has  a  full  time  man  who  co- 
ordinates programs  with  the  North  Carolina  Department  of  Cor- 
rection. I  would  urge  similar  full-time  positions  in  all  social  agencies 
to  develop  and  coordinate  programs  for  the  use  of  our  trial  courts. 

The  agencies  could  play  an  important  part  at  the  pre- 
sentencing,  sentencing,  and  post-sentencing  stages.  Our  trial 
judges  now  have  available  to  them  a  pre-sentencing  diagnostic 
study  program  operated  by  the  State  Department  of  Correction. 
Under  this  program  a  defendant,  before  sentencing,  is  committed 
for  sixty  days  to  the  Department  of  Correction.  He  is  given  a  com- 
plete sociological,  psychological,  criminological,  and  psychiatric 
workup.  After  this  he  is  returned  to  the  sentencing  court  together 
with  a  lengthy  summary  of  the  findings  and  recommendations  of 
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the  study  committee.  When  this  program  became  operational  in 
1968,  having  been  authorized  by  the  1967  General  Assembly,  such 
extensive  use  of  it  was  soon  made  that  in  1970  judges  were  told 
that  we  could  no  longer  refer  a  defendant  for  this  without  first 
receiving  prior  telephone  approval  from  the  staff  in  Raleigh.  On 
several  occasions  when  I  have  made  a  telephone  request  I  was 
told  that  there  was  no  space  available  and  that  I  could  not  expect 
to  get  the  defendant  into  the  program  for  a  month  or  so  in  the 
future.  Thus  this  program,  as  valuable  as  it  is,  has  limited  avail- 
ability. Furthermore,  in  some  cases  it  is  not  desirable  to  commit 
the  offender  to  custody  of  the  State  Department  of  Correction  even 
for  this  limited  purpose.  Some  type  of  locally  based,  even  if  limited, 
pre-sentence  diagnostic  programs  ought  to  be  developed.  I  believe 
with  very  few  additional  resources  our  state  and  private  social 
agencies  could  develop  these  programs. 

After  sentencing,  the  agencies,  working  in  cooperation  with 
the  courts  and  the  probation  officers,  could  provide  periodic  pro- 
fessional assessments  of  the  individuals  involved,  suggest  modi- 
fications of  the  probation  programs  and,  if  the  occasion  demanded, 
recommend  revocation  of  the  programs  and  commitment  to  prison. 
There  may  now  be  many  resources  available  to  the  courts  of  which 
our  judges  are  simply  not  aware.  If  they  exist,  we  need  to  be 
informed. 

Research  in  Virginia 

A  recent  publication  in  Virginia  revealed  some  interesting 
information  about  the  nature  of  the  Virginia  jail  population.  Most 
any  trial  judge  knows  the  information  is  generally  correct  for  con- 
victed criminal  defendants  in  every  area.  The  study  revealed  that 
more  offenders  are  in  their  twenties  than  in  any  other  age  group, 
most  come  from  broken  homes,  most  have  some  high  school  edu- 
cation but  few  have  diplomas,  about  one  in  ten  is  mentally  re- 
tarded and  two  in  ten  are  on  the  borderline  of  retardation,  nearly 
two  out  of  five  were  unemployed  when  they  got  in  trouble,  nearly  j 
all  have  training  only  for  unskilled  or  semi-skilled  jobs,  three  out 
of  four  earn  less  than  $5,000  a  year,  most  are  unsettled  as  to  resi- 
dence and  have  put  down  few  roots  in  their  neighborhood,  and 
alcohol  is  a  part  of  the  reason  why  one  out  of  three  is  in  jail. 

The  court  is  in  a  position  to  require  these  types  of  offenders 
to  help  themselves  without  imprisoning  them  provided  that  ade- 
quate professional  and  expert  assistance  is  available  at  the  local 
level.  It  would  seem  that  with  the  combined  resources  of  the  North 
Carolina  Department  of  Mental  Health,  the  Division  of  Vocational 
Rehabilitation  of  the  State  Department  of  Public  Instruction,  the 
North  Carolina  Department  of  Social  Services,  the  North  Carolina 
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Department  of  Community  Colleges,  alcoholism  professionals,  the 
North  Carolina  Council  on  Mental  Retardation  and  Developmental 
Disabilities,  and  other  similar  state  agencies  and  private  groups, 
such  assistance  should  be  available. 

The  late  Superior  Court  Judge  Allen  H.  Gwynn  made  the  point 
I  am  trying  to  make  with  reference  to  the  economic  plight  of  the 
criminal  offender  in  his  excellent  book.  Work,  Earn,  and  Save.  His 
correct  viev\/  was  that  many,  many  young  people  commit  crimes 
because  they  are  financially  insecure  and  the  court,  by  requiring 
them  to  work  and  save  a  portion  of  their  earnings  can  to  this 
extent  get  them  on  their  feet,  rehabilitate  them,  and  make  of  them 
useful  citizens.  With  this  in  mind  Judge  Gwynn  caused  those  pro- 
visions which  I  referred  to  earlier  as  usual  conditions  of  probation 
requiring  the  defendant  to  "save  his  earnings  above  his  reasonably 
necessary  expenses"  and  to  "deposit  with  the  clerk  of  court  from 
his  earnings  a  savings  account  in  such  installments  and  at  such 
intervals  as  the  court  may  direct"  to  be  written  into  North  Carolina 
General  Statute  15-199.  He  regularly  utilized  these  conditions  of 
probation  and  with  much  success. 

Chief  Justice  Warren  E.  Burger  has  said,  "Every  human  being 

has  a  spark  somewhere  hidden  in  him  that  will  make  it  possible 

{for  redemption  and  rehabilitation.  If  we  accept  the  idea  that  each 

I  human,  however  'bad,'  is  a  child  of  God,  we  must  look  for  that 

spark." 

I  hope  the  social  agencies  of  the  State  of  North  Carolina  and 
the  various  private  and  volunteer  groups  which  may  be  available 
will  help  the  courts  find  that  spark  where  it  surely  exists  in  hun- 
dreds of  criminal  defendants  sentenced  daily  throughout  our  great 
state. 


CRIME  AND  MENTAL  ILLNESS 
VIEWED  AS  DEVIANT  BEHAVIOR* 

Bob  Rollins,  M.D. 

Superintendent 
Dorothea  Dix  Hospital 

People  often  assume  that  most,  if  not  all  criminals,  are  men- 
tally ill  and  that  mentally  ill  persons  are  dangerous  and  unpredict- 
able. It  is  my  opinion  that  these  assumptions  are  false,  as  the  only 
relationship  between  crin-ie  and  mental  illness  is  that  both  repre- 
sent behavior  labeled  by  society  as  deviant,  and  these  labels  tend 
to  be  applied  more  often  to  members  of  the  lower  social  class. 

Society  has  defined  both  crime  and  mental  illness.  Thus  the 
criminal  and  the  mentally  ill  are  labeled  as  deviants— someone 
significantly  different  from  generally  accepted  social  norms.  People 
designated  as  mentally  ill  or  as  criminals  are  part,  but  only  part, 
of  an  interaction  between  society  and  certain  individuals.  This 
fact,  in  my  opinion,  relates  to  some  policies  that  we  could  change 
within  the  present  system  to  serve  the  best  interests  of  both  society 
and  deviants. 

One  popular  assumption  is  that  all  criminals  are  mentally  ill; 
I  do  not  believe  that.  One  can  usually  construct  a  psychodynamic 
theory  that  fits  the  facts  in  any  particular  case.  That  is,  one  can 
usually  understand  something  of  the  motivation  of  the  criminal. 
Another  assumption  is  that  we  treat  all  mentally  ill  as  criminals. 
This,  though  an  exaggeration,  I  consider  closer  to  the  truth. 

Mcst  people  have  the  misconception  that  the  mentally  ill  are 
very  different  from  "normal"  people  and,  further,  that  they  are 
dangerous  and  unpredictable.  Various  studies  show  that  arrests  of 
former  mental  patients  are  concentrated  in  a  small  group  with 
previous  criminal  records  and  that  there  is  no  correlation  with 
mental  illness.  Furthermore,  episodes  of  mental  illness  do  not  tend 
to  increase  the  incidence  of  criminal  activity,  and  the  crime  rate 
is  lower  among  former  mental  patients  than  in  the  general  popu- 
lation. These  studies,  however,  were  done  between  1922  and  1964, 
largely  in  the  era  of  custodial  care  in  mental  hospitals.^  Studies 
since  1964,  during  the  period  of  brief  hospitalization  and  rapid 
return  to  the  community,  indicate  that  the  arrest  rate  of  former 
mental  patients  is  greater  than  that  of  the  general  population.- 
With  the  development  of  community  psychiatry,  hospital  patients 
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are  being  released  who  are  not  fully  restored  to  an  acceptable 
social  role.  Therefore,  probably  a  greater  number  of  former  mental 
patients  are  coming  to  the  attention  of  law  enforcement  agencies, 
since  they  are  the  only  available  twenty-four  hour  crisis  inter- 
vention services  in  most  communities. 

The  prediction  by  psychiatrists  of  dangerous  and  criminal 
behavior  is  generally  not  outstandingly  accurate.  Dangerous  be- 
havior depends  not  only  on  the  individual  himself  but  also  on 
actions  of  the  victim,  the  environment,  availability  of  weapons,  and 
prevailing  social  sanctions.  There  is  a  major  difference  in  the 
judicial  and  medical  decision-making  process.  The  law  presumes 
that  one  is  not  a  criminal  if  there  is  a  reasonable  doubt  of  his  guilt. 
Psychiatrists  tend  to  presume  that  everyone  has  some  psycho- 
pathology  and  therefore  they  tend  to  focus  on  mental  illness  rather 
than  mental  health. 

Mental  Illness  Stereotyped 

Scheff  comments  on  the  stereotyped  image  of  mental  illness 
j  learned  in  childhood — generally  covered  by  the  term  "crazy."  This 
stereotyped  image  of  insanity  is  continually  reaffirmed.  Newspaper 
coverage  tends  to  suggest  that  the  mentally  ill  look  and  act  differ- 
ently from  normal  and  to  convey  the  image  of  dangerousness  and 
unpredictability.  We  read  about  comparatively  few  unfortunate 
events  in  terms  of  the  large  number  of  former  mental  patients,  but 
we  do  not  read  about  the  positive  achievements  of  the  formerly 
mentally  ill.' 

Behavioral  scientists  tend  to  see  both  crime  and  mental  illness 
as  attempts  to  deal  with  stress  or  as  behavior  determined  by  com- 
plex interaction  of  biological,  social,  and  psychological  factors. 
Crime  is  deviant  behavior  and  society  reacts  to  criminals  in  a 
manner  which  serves  its  own  ethical  and  social  needs.  Differential 
sentences  and  punishments  based  on  racial,  sexual,  or  geographical 
factors  are  all  well  known. 

Cohen  describes  two  psychiatric  views  of  crime.  One  concept 
suggests  that  all  of  us  have  criminal  impulses.  Some  manage  to 
control  the  impulses  but  others  become  criminals  either  because 
the  control  is  weak  or  the  impulse  is  strong.  A  second  view,  pri- 
marily, sees  criminal  activity  as  a  way  of  coping  with  guilt  or 
anxiety  and  acting  out  of  these  conflicts.  Both  of  these  theories 
suggest  something  wrong  with  the  personality  of  criminals.^ 

While  not  saying  that  criminals  are  like  everyone  else  or  that 
all  crimes  are  situational,  when  one  looks  at  the  full  range  of  crimes 
possible,  one  may  take  a  different  viewpoint.  Criminal  behavior 
covers  overtime  parking,  civil  rights  violations,  income  tax  offenses. 
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violations  of  the  wage-price  freeze,  antitrust  violations,  or  unlawful 
search  and  seizure  by  police.  Crimes  are  defined  by  law.  Labeling 
an  act  as  criminal  is  an  interaction  between  citizens  and  officials 
and  is  influenced  by  the  character  of  the  potential  law  violator  and 
the  community.  For  instance,  if  blacks  have  a  higher  incidence  of 
arrests  than  whites,  this  may  indicate  blacks  have  more  violations 
or  just  that  they  were  arrested  m.ore  often  and  that  alternative 
methods  to  arrest  were  used  to  deal  with  violations  by  whites."' 

Shah  discusses  how  deviant  behavior  is  labeled.  This  depends 
on  the  evaluator's  frame  of  reference.  Therefore,  distinguishing 
deviant  from  non-deviant  behavior  depends  on  society  more  than 
on  the  individuals  labeled  as  deviant.  Deviance  is  not  simply  a 
quality  of  the  act  a  person  commits,  but  more  a  consequence  of 
the  application  by  others  of  rules  and  sanctions  to  norm  violations. 
Therefore,  a  deviant  is  one  to  whom  the  label  has  successfully 
been  applied.  A  person  with  a  moderate  amount  of  forcefulness  or 
aggressiveness  might  be  characterized  as  normal  or  as  deviant  in 
terms  of  being  too  passive  or  too  aggressive  depending  on  which 
community  he  moves  to  and  the  prevailing  standards  of  behavior 
in  that  location.  It  is  generally  accepted  that  only  a  small  percent 
of  law  violations  come  to  official  attention.  Deviant  acts  may  be 
handled  differently  depending  on  the  time,  location,  who  commits 
the  act,  and  who  feels  he  has  been  harmed.'' 

Mental  Disease  Label 

The  labeling  of  mental  illness  is  usually  based  on  characteris- 
tics viewed  as  odd.  Mental  disease  is  a  non-specific  term.  On  the 
other  hand,  mental  illness  is  a  pattern  of  behavior  judged  to  be 
maladaptive,  inappropriate,  or  undesirable  and  based  on  some 
psychological,  social,  or  legal  norms.  The  mental  disease  label  is 
often  used  in  reference  to  psychosocial  problems  such  as  crime, 
promiscuity,  fanaticism,  etc.  We  tend  to  characterize  others  rather 
than  ourselves  or  our  group  as  deviant.  Davidson  comments  on  the 
physician's  tendency  to  see  any  major  deviation  from  the  normal 
as  unhealthy."  However,  mental  health  professionals  who  often 
apply  the  deviant  label  may  as  a  group  be  considered  deviants  by 
other  segments  of  society. 

Mental  illness  may  be  more  usefully  considered  as  a  social 
status  rather  than  a  disease.  The  symptoms  of  mental  illness  are 
vaguely  defined  and  widely  distributed.  Mental  illness  is  more  an 
ascribed  than  achieved  status.  For  example,  one  does  not  become 
mentally  ill;  rather,  one  is  defined  or  classified  as  mentally  ill  by  j 
someone  else.  Early  selection  and  screening  is  done  by  various 
non-professionals  and  the  client  is  given  an  ascribed  status  by 
whatever  professional  he  encounters.  Whether  the  client  reaches 
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a  correctional  or  mental  health  setting  depends  largely  on  decisions 
made  by  the  initial  observers.  The  decision  rule  in  law  is  when  in 
doubt  acquit.  In  medicine,  when  in  doubt  one  continues  to  suspect 
illness.  Generally  in  medicine  it  is  far  worse  to  dismiss  a  sick 
patient  than  to  retain  a  well  one.  This  may  not  be  true  in  psychi- 
atry; there  may  be  harmful  effects  to  suspecting  and  therefore 
labeling  one  as  possibly  mentally  ill  or  in  sending  one  to  a  mental 
hospital  for  evaluation, 

Menninger  states  that  most  people  have  some  form  of  mental 
illness  at  some  time  and  many  have  a  degree  of  mental  illness 
most  of  the  time.  He  views  a  continuation  from  mental  health  to 
mental  illness,  and  calls  this  the  unitary  theory  of  mental  illness. 
As  long  as  one  has  a  static  model  of  mental  illness  the  decisions 
as  to  which  criminals  are  mentally  ill  is  simple.  One  defines  what 
degree  of  maladaptive  and  unreasonable  behavior  will  be  called 
illness  and  any  offender  demonstrating  such  behavior  will  be  con- 
sidered mentally  ill.  Mental  illness  and  crime  can  be  viewed  as 
distinct  behaviors  which  have  no  relationship  or  as  patterns  of 
behavior  to  which  society  applies  a  label  and  which  may  co-exist 
in  the  same  person. '^ 

Guze  attempted  to  characterize  and  measure  the  association 
between  criminality  and  psychiatric  disorders.  He  found  that  socio- 
pathy  or  antisocial  behavior,  alcoholism,  and  drug  addiction  were 
the  only  psychiatric  disorders  (if  in  fact,  they  are  psychiatric  dis- 
orders) found   in  association  with  criminality." 

Various  studies  of  criminals  show  the  incidence  of  psychoses 
to  vary  from  14  to  78%.  To  me  this  suggests  that  such  data  is 
invalid.  Again,  neither  mental  illness  nor  crime  exists  independent 
of  social  definitions.  The  individual  most  likely  to  be  accused  of 
criminal  behavior  referred  for  psychiatric  examination  in  North 
Carolina  is  described  by  Laczko  and  James  as  "male,  single,  has 
a  sociopathic  or  other  personality  disturbance,  has  not  completed 
military  service,  has  not  had  previous  mental  hospitalization,  has 
an  I.Q.  in  the  normal  range,  has  no  regular  occupation,  is  most 
likely  to  be  accused  of  larceny,  and  is  most  likely  to  be  competent 
to  stand  trial."''^ 

It  is  pointed  out  by  Gallemore  that  during  1967,  23%  of  the 
defendants  referred  to  Dorothea  Dix  Hospital  were  reported  as 
incompetent  to  stand  trial  while  only  6%  of  the  defendants  referred 
to  Cherry  Hospital  were  reported  as  incompetent. ^^  This  suggests 
to  me  that  the  evaluator  and  his  frame  of  reference  are  as  sig- 
nificant to  the  outcome  as  the  condition  of  the  defendant. 

How  then  do  all  these  facts  and  opinions  apply  to  North 
Carolina  today?  There  are  many  problems  today  in  society,  in  North 
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Carolina,  in  psychiatry,  and  also  in  forensic  psychiatry.  Forensic 
psychiatry,  like  general  psychiatry,  is  switching  from  a  descriptive, 
medically  oriented  model  to  one  of  social  psychiatry  that  focuses 
on  the  interaction  between  the  defendant  and  society  and  restor- 
ation to  a  social  role. 

Issues  Regarding  Forensic  Psychiatry 

At  this  point  I  would  like  to  comment  on  some  of  the  problems 
and  issues  in  forensic  psychiatry  from  the  viewpoint  of  the  acting 
director  of  a  forensic  unit  in  a  regional  psychiatric  hospital.  No 
doubt  there  are  considerable  biases  and  blind  spots  associated 
with  this  particular  perspective.  The  problem  of  our  laws  and  insti- 
tutions not  being  completely  relevant  and  responsive  to  current 
social  problems  will  be  with  us  always.  This  is  part  of  the  process 
of  change.  The  power  structure  will  always  isolate  and  extrude 
certain  groups.  Therefore,  deviant  groups  are  part  of  both  the 
symptoms  and  the  evolution  of  social  change. 

From  the  viewpoint  of  the  mental  health  professional,  we  are 
not  delivering  adequate  consultation  to  the  courts  and  law  enforce- 
ment agencies.  We  should  recognize  with  some  humility  that  the 
only  effective  twenty-four  hour  crisis  intervention  service  in  most 
communities  is  a  law  enforcement  agency,  not  a  mental  health 
agency. 

Looking  specifically  at  the  forensic  unit  at  Dorothea  Dix  Hos- 
pital, our  major  job  is  determination  of  competency  to  stand  trial 
and  treatment  of  incompetent  defendants.  Unfortunately,  this  pro- 
cess is  often  irrelevant  to  the  needs  of  the  defendant  or  the  courts. 
Most  psychiatrists  are  not  clear  on  the  issues  in  determination  of 
competency  to  stand  trial.  This  process — evaluation  of  compet- 
ency— is  intended  to  protect  the  defendant.  Often  this  does  not 
happen.  The  defendant  may  be  hospitalized  for  a  couple  of  months 
for  an  evaluation  that  could  have  been  made  fairly  briefly  on  an 
outpatient  basis. 

One  may  be  confined  for  longer  than  the  maximum  for  the 
crime  if  he  is  found  incompetent  to  stand  trial.  Incompetent  defen- 
dants may  face  certain  restrictions  because  of  their  legal  status 
that  deprive  them  of  all  the  admittedly  limited  treatment  resources 
of  a  state  hospital  treatment  program. 

The  issue  of  preventive  detention  must  also  be  considered. 
One  may  be  confined  who  could  not  actually  be  convicted.  Con- 
sider that  the  average  sentence  for  felons  in  North  Carolina  is 
eight  years.  The  actual  time  served  is  considerably  less  than  this. 
Some  individuals  have  remained  in  forensic  units  for  years  because 
they  were  incompetent  to  be  tried  for  relatively  minor  crimes. 
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The  issue  of  criminal  responsibility  is  even  more  difficult.  No 
test  of  criminal  responsibility  seems  acceptable  to  everyone.  Per- 
sonally, I  am  content  with  the  judge  who  lets  me  tell  something 
about  the  defendant's  state  of  mind  and  the  factors  leading  to  the 
alleged  crime  and  then  lets  the  jury  find  the  facts.  The  plea  of  not 
guilty  by  reason  of  insanity  is  generally  not  popular  and  especially 
in  North  Carolina  because  it  is  so  difficult  for  the  defendant  to 
obtain  his  release  if  he  uses  this  defense  successfully.  Since  the 
death  penalty  is  now  less  of  a  risk,  the  defendant  generally  prefers 
to  take  the  conviction  and  get  a  definite  sentence  with  a  definite 
release  date  or  try  for  an  acquittal  using  som.e  other  defense.  Again, 
using  the  insanity  plea  successfully  results  in  the  defendant  being 
found  not  guilty  and  labeled  insane,  but  then  treated  as  a  criminal 
rather  than  a  mental  patient. 

Where  to  Go  From  Here 

Where  can  we  go?  Legal  and  service  organizations  will  never 
be  completely  attuned  to  current  social  issues.  There  are,  however, 
three  things  that  we  can  try  to  do  within  the  present  framework: 

1)  We  can  seek  linkage  (through  cooperation  and  mutual  sup- 
port) of  groups  now  operating  in  the  fields  of  judiciary,  law 
enforcement,  corrections  and  rehabilitation,  and  the  Depart- 
ment of  Human  Resources.  In  my  experience,  it  appears 
that  most  everyone  is  eager  for  us  to  reach  out  and  work 
together. 

2)  We  can  focus  on  the  relationship  between  society  and  its 
deviant  groups.  Why  does  society  label  groups  as  deviant? 
Where  is  the  interface?  What  linkage  or  communication  can 
we  achieve?  Deviants  do  perform  a  valuable  role  in  chal- 
lenging the  system  and  helping  society  adapt  to  changing 
needs.  The  new  Department  of  Human  Resources  and  the 
Department  of  Social  Rehabilitation  and  Control  (includes 
Paroles,  Probation,  Correction  and  Juvenile  Correction)  will 
be  concerned  with  some  of  these  groups  and  perhaps  can 
help  society  communicate  with  the  deviant  groups  and 
include  them  in  the  power  structure.  However,  let  us  not 
envision  a  future  without  deviant  groups.  They  do  have  an 
important  role  in  social  change. 

3)  We  can  emphasize  civil  rights  and  due  process  of  law  for 
all  deviants  and  especially  for  both  criminals  and  mentally 
ill.  This  I  consider  to  be  one  of  the  greatest  mental  health 
achievements  that  we  can  make:  to  give  people  in  fact  the 
rights  that  they  already  possess  in  theory. 

I  would  also  like  to  propose  some  changes  in  mental  health 
forensic  policy  within  manpower  and  training  limitations.  (The  De- 
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partment  of  Mental  Health  of  the  Department  of  Human  Resources 
has  a  forensic  task  force  working  on  this  at  the  present  time.)  We 
need  to  define  the  priority  of  mental  health  center  consultation  to 
judiciary,  corrections,  and  law  enforcement — again  seeing  law 
enforcement  as  the  functional  crisis  intervention  service  in  most 
areas.  If  a  pre-trial  or  pre-sentence  psychiatric  consultation  is 
required,  this  could  be  accomplished  in  one  of  several  ways:  (a) 
Mental  health  center  staff  could  see  the  defendant  in  jail  or  bail 
could  be  arranged  for  the  defendant  so  he  could  be  seen  in  the 
mental  health  center  for  outpatient  evaluation.  The  local  inpatient 
unit  could  be  used  in  some  cases,  (b)  The  defendant  could  be 
referred  to  the  forensic  unit  on  either  an  outpatient  or  inpatient 
basis  if  the  mental  health  center  does  not  have  the  capability  for 
the  evaluation,  or  if  security  is  a  problem,  or  if  an  inpatient  evalu- 
ation extending  over  several  days  is  indicated. 

To  summarize,  both  crime  and  mental  illness  are  viewed  by 
society  as  deviant  behaviors.  Both  criminals  and  the  mentally  ill 
can  be  approached  from  the  standpoint  of  social  psychiatry  with 
the  goal  of  restoration  to  an  appropriate  social  role.  Specifically, 
mental  health  workers  can  link  their  efforts  with  other  service 
agencies,  establish  communication  with  deviant  groups,  and  insure 
that  deviants  are  afforded  their  civil  rights. 
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MENTAL  HEALTH  AND  INCARCERATION 

Morton  Meltzer,  M.D. 

Medical  Director 
N.  C.  Department  of  Correction 

Today  we  are  embarking  on  new  projects  in  penology,  but  at 
what  price,  with  what  gains  and  with  how  many  casualties?  I  shall 
attempt  to  keep  my  remarks  brief  and  germane  in  order  to  stimu- 
late thought  and  discussion  and  not  give  answers  because  neither 
my  experience  nor  knowledge  permits  such  a  luxury. 

What  is  this  area  of  incarceration  and  mental  health?  It  is  one 
which  pervades  all  aspects  of  life  and  we  must  direct  our  thoughts 
to  this  pertinent  area.  Incarceration  as  defined  in  Webster's  is 
"unnatural  retention  as  confinement  of  a  part,  as  may  occur  in 
a  hernia."  This  is  the  status  of  our  treatment  population,  but  it  is 
also  the  situation  encountered  by  our  mental  health  staff.  There 
are  numerous  implications  here,  and  each  must  be  taken  in  its 
own  light.  Primarily  an  inmate  is  without  any  true  responsibility. 
He  cannot  determine  where  he  resides,  what  food  he  consumes, 
or  when  or  where  he  rests.  He  should  not  make  demands,  but  only 
requests  and  then  in  a  non-threatening  fashion.  He  is  deprived  of 
the  most  human  of  feelings — bodily  contact,  as  this  is  viewed  as 
illicit  and  should  be  refrained  from.  His  constant  observation, 
though  perhaps  necessary,  prevents  him  from  having  privacy, 
though  he  is  really  always  isolated,  and  similar  to  a  bird  in  a  cage. 

Sooner  or  later  these  pressures  cause  many  men  and  women 
to  incur  difficulty.  Most  of  their  days  are  spent  in  work,  which  in 
many  instances  is  meaningless  to  both  them  and  their  keepers. 
This,  together  with  the  aforementioned  material,  leads  to  yet  further 
filling  of  this  herniated  sac  with  fecal  material.  As  the  days  and 
months  progress  the  situation  becomes  increasingly  difficult  and 
the  individual  learns  to  subordinate  his  inner  feelings  to  avoid 
offending.  Yet  by  this  very  action  he  confirms  the  feeling  of  many 
in  our  society  that  he  cannot  be  trusted.  Herein,  we  have  our  first 
pitfall.  The  cure  of  the  malady  is  yet  another  illness — distrust. 
Without  trust  there  can  be  no  progress,  nor  can  rehabilitation  built 
on  facades  flourish.  However,  it  is  within  this  context  that  mental 
health  is  assigned  an  important  responsibility.  We  are  asked  to 
treat  this  herniated  sac.  Those  in  medicine  are  aware  of  the  best 
treatment  for  such  an  occurrence — corrective  surgery.  Are  we  called 
upon  to  perform  this?  The  answer  is  an  emphatic  "this  is  a  good 
idea,  but  we  can  not  afford  this  just  yet."  Instead,  we  are  encour- 
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aged  to  aid  the  inmate  in  adjusting  within  the  system  in  order  to 
be  rehabilitated  for  the  world  outside. 

But  if  we  permit  the  herniated  sac  to  exist,  with  only  a  truss 
to  prevent  incarceration,  it  shall  surely  occur,  given  time.  And  when 
strangulation  commences  then  amputation  is  performed  on  the 
herniated  sac  as  a  stop  gap,  "thrifty"  procedure,  rather  than  care- 
fully thought  out  corrective,  as  opposed  to  palliative  surgery.  This 
only  spills  the  fecal  content  within  and  without  the  abdominal 
cavity.  We  in  mental  health  are  then  asked  to  help  make  these 
persons  responsible,  yet  responsibility  may  cause  a  breech  of 
security  and  be  unobtainable  because  of  the  dangers  involved. 

Reappraisal  and  Guidelines 

At  present,  we  are  facing  an  era  of  surgery.  More  and  more 
voices  are  refusing  to  be  still.  The  need  is  for  a  reappraisal  and 
for  the  development  of  new  guidelines,  with  a  return  to  society 
prepared  to  meet  its  trials  and  tribulations  assured  by  the  programs 
developed  within  correction.  These  programs  should  offer  meaning- 
ful roads  to  education,  vocation,  rehabilitation,  health  and  the 
acceptance  of  responsibility  for  one's  own  ends.  To  accomplish 
this  all  members  of  our  staff  must  have  options  built  into  their 
roles  that  entrust  them  with  human  feelings,  frailties,  and  rewards 
for  progress  made.  Just  as  inmates  deserve  rewards  for  accom- 
plishments, so  also  do  those  who  are  employed  in  correction.  We 
in  mental  health  must  try  and  share  our  philosophy  with  all  in 
[.correction,  never  taking  a  back  seat  to  anyone  or  any  area,  espe- 
jcially  security,  because  there  is  nothing  so  secure  as  a  lead  coffin 
isix  feet  underground,  but  survival  in  such  an  environment  is  highly 
unlikely. 

However,  what  is  the  result  of  mental  health's  trying  to  offer 
its  philosophy?  It  is  viewed  by  many  as  an  attempt  to  control  or 
gain  ascendancy.  This  should  not  be  our  motive.  And,  although  we 
are  not  always  aware  of  the  most  judicious  approach,  we  should 
be  willing  to  continually  review  our  thoughts  and  methods.  We  can 
offer  our  understanding  of  human  nature,  as  naive  as  it  may  be, 
and  help  our  staff  understand  its  role  in  aiding  and  abetting 
recidivism.  We  must  also  move  to  educate  society  as  to  its  respon- 
sibility, since  it  controls  the  purse  strings  and  since  through  public 
opinion  a  responsible  program  may  be  substituted  for  a  secure  one. 
In  America,  a  nation  founded  on  the  principle  of  free  enterprise, 
we  in  correction  should  not  prevent  those  in  our  care  from  develop- 
ing this  principle.  This  faith  in  one's  own  ability  is  necessary  to 
overcome  obstacles,  even  if  placed  before  one's  self  by  one's  own 
actions.  More  emphasis  is  needed  on  inmates  developing  resources 
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to  deal  with  pressing  problems.  This  can  be  accomplished  by  having 
our  personnel  become  more  positive  and  optimistic  in  their  atti- 
tudes and  would  more  readily  occur  with  greater  support  and  aid 
from  our  general  society. 

There  are  pitfalls  here,  however.  If  inmates  begin  to  think 
more  positively  perhaps  they  would  no  longer, acquiesce  to  such 
items  as  one  shower  per  week,  bland  diets,  minimal  visitation,  and 
the  monotony  of  their  lives.  Altering  this  by  inmate  request  alone 
would,  of  course,  be  disasterous.  However,  if  we  foster  such 
thought,  and  work  with  our  staff  and  population  it  shall  surely  be 
in  everyone's  best  interest.  How  to  accomplish  this  is  no  simple 
task.  But  alteration  in  this  direction  might  move  us  towards  greater 
rehabilitation  and  decreased  recidivism.  It  could  also  help  pinpoint 
those  who  might  be  incorrigible.  Currently,  such  programs  are  in 
the  process  of  across-the-board  acceptance  or  at  least  are  under 
study.  We  here  in  North  Carolina  have  a  Correctional  Health 
Officers  Training  Program,  inmate  paramedical  programs,  work  and 
study  release,  etc.  However,  these  are  presently  only  available  as 
end-stage,  not  as  preliminary  steps  to  minimize,  and  perhaps  pre- 
vent, development  of  hernias  large  enough  to  cause  extreme  diffi- 
culty. 

What  are  the  necessary  steps  to  develop  greater,  positive  and 
goal-directed  attitudes  and  programs?  One  of  these  could  involve 
a  system  of  rewards  for  responsible  behavior  from  the  first  day  of 
incarceration.  This  would  require  more  personnel  performing  less 
security  and  greater  interpersonal  roles.  Family  contact  and  inter- 
actions would  be  needed  and  aftercare  would  be  necessary.  These 
brief  thoughts,  however,  certainly  pose  security  dilemmas  for  our 
present  orientation  in  society  and  correction. 

This  brings  us  to  today  where  we  have  in  evidence  a  correc- 
tional system  pock-marked  by  antiquated  buildings  and  anemic 
budgets.  Though  there  are  dedicated  individuals  and  a  bevy  of 
mental  health  personnel  with  helpful  suggestions  available,  only 
a  few  are  willing  to  slip  behind  the  walls  to  evaluate  that  hernia 
we  call  incarceration.  Where  to  go  from  here  is  the  question. 

Morale  Boost  Needed 

Thought  must  be  given  to  making  the  routine  assignments  in 
correction  more  inter-personnel,  motivating,  and  rewarding  both 
monetarily  and  emotionally.  The  department  needs  to  explore 
further  how  it  can  be  more  health,  educational,  and  vocationally 
oriented.  Those  in  mental  health  must  mount  the  ramparts  and 
become  involved.  This  does  not  mean  just  being  critical  of  an 
approach,  but  rewarding  such  progressive  steps  as  work  and  study 
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release,  vocational  training,  new  health  and  mental  health  programs 
as  well  as  treatment  approaches  and  environmental  concepts.  Only 
by  an  involvement  of  people  from  a  mental  health  orientation  will 
our  influence  be  felt  and  our  thoughts  considered  on  how  to  treat 
or  prevent  incarceration. 

Are  there  other  approaches  to  this  problem  which  may  still  be 
undertaken?  If  we  look  carefully  at  those  entering  our  adult  insti- 
tutions we  find  many  with  grounding  in  our  adolescent  and  juvenile 
correctional  systems.  Obviously,  these  only  served  as  way  stations, 
rather  than  detours  to  a  life  of  crime  or  full  blossoming  of  this 
hernia  into  an  incarcerated,  strangulated  mass  with  permanent 
tissue  damage.  Anyone  interested  in  the  future  of  our  society, 
realizing  the  aforementioned  to  be  factual,  should  ponder  a  more 
successful  approach  towards  the  juvenile  and  adolescent  areas. 
Perhaps  Massachusetts  will  demonstrate  the  way,  because  they 
plan  to  dismantle  their  penal  institutions  for  that  age  group.  This 
should  serve  as  a  stimulus  for  further  evaluation  of  programs 
based  on  community  involvement  with  little  or  no  phase  for  insti- 
tutionalization. This  no  doubt  would  place  pressure  on  each  local 
society  to  deal  with  its  own  deviance,  and  only  by  evaluating  an 
illness  and  its  etiology  can  we  possibly  hope  to  find  a  cure  and 
prevent  hernias  from  coming  to  surgery  in  a  strangulated  state. 

Unique  Position 

Mental  health  has  an  advantageous  position,  by  its  represen- 
tation in  communities  and  within  our  present  correctional  structure, 
to  nurture  these  innovative  thoughts  to  completion.  The  logical 
move  is  to  evaluate  inmates  to  determine  who  would  benefit  and 
recover  more  rapidly  by  community  placement.  When  so  desig- 
nated, the  man  should  be  quickly  placed  in  a  community  program. 
However,  how  shall  our  staff  with  their  present  training  orientation 
recognize  these  characteristics?  The  question  I  pose  is,  how  can 
a  system  geared  to  being  "sized  up"  recognize  progress  in  those 
areas  it  is  charged  with  reforming  if  it  cannot  take  the  initiative 
to  alter  concepts  and  methods  of  performing  functions  no  matter 
how  traditional  they  may  be?  Recidivism  is  a  tradition  and  it  is 
about  time  we  ceased  paying  homage  to  it. 

Mental  health  can  take  the  initiative  by  promoting  and  reward- 
ing its  staff  based  on  their  thought,  interpersonal  relations,  and 
motivations.  The  person  who  causes  one  the  most  grief  may  be  the 
best  candidate  for  promotion  because  he  is  finding  and  altering 
those  bastions  of  tradition  which  inhibit  our  treatment. 

The  future  in  correction  depends  to  some  measure  on  mental 
health  working  to  break  down  all  areas  of  mistrust  within  the  staff 
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system.  New  people  are  probably  not  needed  as  greatly  as  catalytic 
agents  to  light  the  long  dormant  fires  of  those  presently  there.  Our 
leaders  must  lead  by  being  in  front  rather  than  behind  their  fol- 
lowers. If  this  causes  the  loss  of  some  good  men,  others  shall  be 
quick  to  take  their  place.  This  shall  focus  attention  upon  the 
accomplishments  within  this  area  rather  than  on  the  traditional 
evaluation  of  our  spectacular  and  colossal  failures. 

At  this  point,  we  must  caution  ourselves  that  when  we  are 
called  upon  to  see  a  person  with  a  difficulty  we  are  faced  with  a 
momentous  decision.  Each  opportunity  to  treat  is  also  an  oppor- 
tunity to  injure.  Most  of  our  patients  cannot  take  the  initiative  to 
alter  their  situation  to  any  great  extent.  However,  treatment — if 
we  supply  medicine — may  just  be  another  insult  to  a  man's 
integrity.  We  have  to  develop  ways  for  those  in  our  custody  to 
create  their  own  means  of  coping  with  stress.  If  medicine  is  made 
available,  it  should  be  as  a  choice  between  priorities,  not  the  only 
priority.  A  person  should  have  a  role  in  his  treatment  program 
rather  than  being  only  one  of  the  vehicles.  How  to  perform  this  is 
a  difficult  task,  one  I  am  not  about  to  tackle  at  this  juncture,  but 
the  question  is  pertinent  and  a  solution  must  be  sought.  To  leave 
this  area  unchanged  is  just  aiding  the  strangulation  process. 

Before  concluding  we  need  to  cover  a  vital  subject.  A  hernia 
is  an  obvious  malady,  but  the  incarceration  may  only  be  the  mask 
of  an  underlying  illness.  We  must  not  respond  quickly  when  the 
symptoms  manifested  by  a  patient  are  not  validated  in  the  clinical 
evaluation.  We  must  look  beyond  the  facade  to  see  within  the 
abdominal  cavity  and  discover  the  etiology.  Is  this  a  tumor,  in- 
creased abdominal  pressure,  a  faulty  muscular  wall,  etc.?  The  true 
function  of  mental  health's  clinical  assignment  is  to  evaluate  the 
patient  and  expose  to  him  the  area  in  need  of  assistance,  even  if 
it  is  other  than  the  symptoms  would  indicate.  From  that  discovery 
we  can  proceed  to  aiding  our  patient  in  working  through  his  diffi- 
culty. There  have  been  numerous  occasions  where  in  the  past  this 
was  overlooked  and  an  inmate  was  unfortunately  labeled  from  that 
moment  on.  This  was  the  previous  practice — tradition  so-to-speak. 
Currently,  we  are  earnestly  attempting  to  encourage  looking  beyond 
the  voiced  complaints  in  order  to  treat  the  real  and  threatening 
illness.  Consequently,  I  ask  the  same  in  dealing  with  incarceration 
— that  hernia  of  life.  We  must  endeavor  to  search  beyond  its  obvious 
physical  presence  to  discover  the  etiology  and  commence  on  a 
path  of  judicious  rectification,  before  strangulation  and  necrosis 
set  in. 

At  this  point  a  clinical  vignette  is  in  order  since  only  this  week 
I  had  occasion  to  see  a  masked  event  unfold.  Upon  entering  the 
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general  hospital  and  walking  past  our  emergency  room,  my  glance 
was  caught  by  a  familiar  face.  I  heard  only  the  voice  of  the  officer — 
"watch  your  speech."  Being  curious,  I  entered  to  evaluate  the 
predicament  personally.  Here  before  me  was  a  former  patient 
bleeding  from  the  left  auricle  and  pinna.  I  calmed  him  before  he 
uttered  those  obscenities  commonly  heard  at  any  exciting  American 
sporting  event  because  I  knew  full  well  that  in  our  environment 
this  might  result  in  a  disciplinary  infraction.  Seeing  how  this  young 
man  couldn't  control  his  emotions,  being  nearly  psychotic  from 
repressed  affect,  I  spirited  him  off  to  my  office.  Once  closeted  there, 
in  this  sanctuary  of  hypocrisy,  he  was  able  to  relieve  himself  of 
the  affect  with  rather  appropriate  verbal  utterances.  Slowly,  I 
pieced  together  the  chain  of  events.  That  morning  it  was  his  turn 
to  count  clothing.  While  making  his  count,  another  inmate  also  in 
the  program  but  in  a  shorter  course  disrupted  him  with  impunity. 
"Our"  patient  uttered  a  response  which  led  to  his  being  lacerated. 

However,  this  does  not  appear  to  be  the  significant  difficulty. 
The  patient  claims  to  have  been  misled  when  he  entered  the  pro- 
gram after  he  had  improved  considerably  since  entering  the  cor- 
rectional system.  The  move  to  the  rehabilitation  program,  he  con- 
tends, was  offered  as  a  further  progressive  step  in  honor  grade. 
He  claims  now  that  his  out  of  prison  visits  with  his  sponsor  cannot 
take  place.  He  no  longer  resides  in  the  honor  grade  dormitory,  and 
he  is  of  the  impression  that  withdrawing  from  the  program  would 
lead  to  a  subtle  retaliation  of  delayed  release,  road  camp  work,  and 
a  general  negative  attitude  since  he  used  the  service  and  didn't 
complete  it.  Now  in  the  program,  he  is  encouraged  to  spend  much 
of  his  time  with  other  members  of  the  project — eating,  sleeping, 
and  socializing  together.  He  now  gives  one  the  impression  there 
has  been  too  much  of  this  cameraderie  and  after  six  months  needs 
a  chance  to  get  away  but  none  is  offered.  Since  being  here  he  has 
been  accosted  on  a  number  of  occasions  by  others  attempting  to 
"make  him,"  but  he  has  successfully  avoided  their  advances 
though  the  pressure  is  about  to  find  release.  His  situation  is  a 
double  bind — to  inform  is  to  "rat,"  to  fight  is  to  face  disciplinary 
action  and  possible  honor  grade  removal.  To  submit  is  to  denigrate 
his  manhood,  and  to  seek  the  aid  of  other  inmates  labels  him  a 
"wife,"  i.e.  he  comes  full  circle.  Where  does  he  turn;  what  does 
he  do?  By  our  acting  in  his  behalf  we  must  devour  some  of  the 
very  rehabilitation  programs  we  are  fighting  to  establish  and  keep 
viable. 

The  important  question  here  is,  are  our  efforts  viable,  and 
do  they  offer  an  alternative?  They  can  only  be  viable  so  long  as 
one  has  a  number  of  equally  rewarding  alternatives,  and  the  price 
of  admission  isn't  so  great  as  to  destroy  the  content  of  the  event. 


32        N.  C.  JOURNAL  OF  MENTAL  HEALTH 

The  program  also  has  to  have  some  practical  economic  value 
beyond  the  gates  of  correction.  I  am  afraid  in  the  case  of  the  young 
man  just  mentioned  the  economic  viability  of  his  program  may  be 
in  doubt. 

The  other  and  final  necessity  for  mental  health  and  incarcer- 
ation is  to  have  practical  alternatives  to  relieve  pressure  and  pre- 
vent the  hernia  from  occurring.  This  might  mean  the  continued 
use  of  forensic  units  at  state  hospitals  for  those  in  our  population 
who  need  a  change.  Let  us  not  forget  that  each  of  us  wishes  a 
vacation  some  time  in  order  to  develop  new  vigor  for  our  vocation; 
the  same  should  be  a  necessity  for  those  living  behind  the  walls. 

In  summary,  the  question  I  wish  to  lay  before  you  concerns 
the  altering  of  an  incarceration  to  that  of  an  alteration  in  both  a 
person's  life  style  and  that  of  the  system  to  which  his  life  is 
entrusted.  We  must  alter  both  if  we  are  to  develop  means  of  insur- 
ing the  survival  of  our  patients  in  the  external  world  and  our  system 
from  internal  strangulation. 
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Introduction 

The  involvement  of  psychiatry  in  the  criminal  justice  system 
has  a  lengthy  background.  The  practical  need  to  involve  psychiatry 
in  the  law  enforcement  process  is  immediately  apparent  when  one 
considers  the  extent  of  mental  illness  occurring  among  the  offender 
group.  As  behavioral  scientists  began  to  see  a  closer  correlation 
between  crime  and  abnormality  of  function,  the  role  of  medicine 
in  this  area  has  become  increasingly  important.  Thus  today,  in- 
creasing emphasis  is  being  placed  on  the  contributions  which 
medical  specialists,  particularly  psychiatrists,  can  make  toward 
the  improved  understanding  and  treatment  of  the  criminal  offender. 
All  of  this  is  consistent  with  society's  traditional  expectation  that 
medical  men  will  interest  themselves  in  behavior  problems  such 
as  crime,  knowing  that  the  profession  has  always  employed  its 
great  technical  knowledge  for  the  greatest  public  good. 

Jails  and  prisons  continue  to  receive  many  mentally  ill  persons 
whose  impulsive,  adverse  behaviors  have  led  them  into  conflict 
with  the  law,  either  by  chance  or  circumstance.  The  likelihood  of 
a  mentally  ill  person's  being  imprisoned  is  determined  by  several 
factors,  such  as  the  commission  of  an  unlawful  act;  the  nature  of 
the  unlawful  behavior;  and  the  dispositional  alternatives  and  treat- 
ment resources  which  may  be  available  at  the  time.  It  is  generally 
recognized  that  considerable  discretion  exists  at  all  levels  of  the 
criminal  justice  system  in  the  handling  and  disposition  of  the 
mentally  ill  offender. 

At  the  turn  of  the  century,  when  there  was  a  dearth  of  mental 
hospital  facilities,  no  doubt  the  percentage  of  mentally  ill  persons 
among  jail  and  prison  populations  was  much  higher  than  it  is 
today.  However,  the  problem  of  the  mentally  ill  offender  is  still  far 
from  resolved,  either  in  terms  of  generally  accepted  social  policy, 
or  in  terms  of  the  necessary  resources  to  implement  such  a  policy, 
once  agreed  upon  and  adopted. 


*Material  for  a  chapter  in  a  textbook  entitled  "The  Vocational   Rehabilitation 
of  The  Public  Offender."  Edited  by  John  G.  Cull  and  Richard  E.  Hardy. 
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In  this  discussion,  some  aspects  of  the  problem  of  the  mentally 
ill  offender  will  be  examined,  including  the  scope  of  the  problem, 
some  known  relationships  between  mental  disorder  and  crime,  and 
the  legal  and  medical  methods  which  have  been  employed  in 
dealing  with  the  problem.  Emphasis  will  be  placed  upon  the  ways 
in  which  available  dispositional  alternatives  can  be  integrated  with 
contemporary  vocational  rehabilitation  programs  and  practices. 
Finally,  some  of  the  unresolved  problems  and  issues  involved  in 
this  endeavor  will  be  identified,  hoping  thereby  to  point  the  way 
toward  future  directions  in  this  difficult  and  important  area. 

Psychiatry  and  the  Courts 

A  review  of  the  historical  development  of  the  present  role  of 
psychiatry  in  the  criminal  justice  system  reveals  that  there  are 
substantial  precedents  for  such  involvement.^  The  earliest,  and 
perhaps  traditional  role  of  the  psychiatrist  which  won  him  the  title 
of  "alienist,"  was  the  direct  outgrowth  of  the  law's  attempt  to 
separate  those  offenders  who  appeared  to  be  grossly  disordered 
to  an  extent  that  they  might  not  be  responsive  to  the  forces  of 
punishment  and  deterrence.  It  is  quite  significant  that  the  law's 
interest  and  concern  with  the  mentally  ill  antedates  by  many  cen- 
turies any  development  which  can  be  identified  as  clinical  psychi- 
atry as  it  is  known  today.  In  the  Anglo-Saxon  common  law  there 
are  decisions  relating  to  "madness"  which  go  back  to  the  13th 
century,  while  contemporary  clinical  descriptive  psychiatry  had  its 
beginning  less  than  150  years  ago.  Certainly,  this  should  lay  to  rest 
any  feelings  that  psychiatry  has  any  claims  to  originality  in  this 
field.  The  expertise  of  psychiatry  is  an  ancillary  to  the  implemen- 
tation of  the  common  law,  and  not  a  substitute  for  it. 

The  traditional  concern  of  the  law  with  the  role  of  mental  dis- 
order in  criminal  behavior  is  evidenced  in  both  the  common  law 
proceedings  for  determining  competency  for  trial,  and  those  de- 
signed to  determine  criminal  responsibility.  A  representative  statute 
dealing  with  the  determination  of  competency  for  trial  asks  whether 
the  defendant  may  be  presently  insane,  or  otherwise  so  mentally 
incompetent  that  he  is  unable  to  understand  the  proceedings 
against  him,  or  to  properly  assist  in  his  own  defense.-  The  classical 
M'Naghten  case  rule  (1843)  asks  whether  the  defendant  was  so 
mentally  unsound  as  not  to  know  right  from  wrong  in  respect  to  the 
act  charged.'^  The  irresistable  impulse  test  asks  whether  the  de- 
fendant was  capable  of  adhering  to  the  right  concerning  the  act 
charged.-*  The  Durham  case  rule,  which  was  enunciated  in  1954, 
asks  whether  the  defendant  was  suffering  from  a  diseased  or  defec- 
tive mental  condition  and,  if  so,  was  the  act  charged  the  product 
of  such  mental  abnormality/'  A  more  recent  innovation,  the  Ameri- 
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can  Law  Institute  test,  which  has  been  adopted  in  several  juris- 
dictions, provides  that  a  person  is  not  responsible  for  criminal  con- 
duct if,  at  the  time  of  such  conduct  as  a  result  of  mental  disease, 
or  defect,  he  lacks  substantial  capacity  either  to  appreciate  the 
criminality  or  wrongfulness  of  his  conduct,  or  to  conform  his  con- 
duct to  the  requirements  of  law."  At  the  present  time,  most  states 
follow  either  the  M'Naghten  rule  or  the  American  Law  Institute 
rule,  or  some  modification  of  one  of  them. 

In  actual  practice,  the  medico-legal  approaches  to  questions 
surrounding  possible  relationships  between  mental  disorder  and 
criminal  behavior,  as  formulated  in  the  tests  for  fitness  for  trial 
and  responsibility,  continue  to  be  surrounded  by  controversy.  Also, 
it  becomes  increasingly  apparent  that  these  procedures  offer  very 
little  to  the  solution  of  the  overall  problem  of  the  mentally  ill 
offender,  since  they  are  applied  to  only  a  small  number  of  the  10% 
or  so  of  offenders  who  stand  trial.  There  is  little  doubt  that  many 
defendants  who  could  make  these  defenses  choose  not  to  do  so, 
some  because  they  lack  the  necessary  resources,  others  because 
they  regard  mental  illness  as  more  stigmatizing  than  criminality, 
and  perhaps  others  because  they  see  the  possible  duration  and 
conditions  of  treatment  in  a  correctional  institution  as  more  attrac- 
tive than  those  in  a  mental  hospital.' 

Prevalence  of  Mental  Disorder  among  Criminal  Offenders 

Currently,  there  are  about  300,000  prisoners  in  confinement  in 
this  country.  Roughly  two-thirds  of  these  are  confined  in  state  and 
federal  correctional  institutions  for  adult  offenders,  while  the  bal- 
ance are  confined  in  local  jails  and  workhouses.  In  attempting  to 
estimate  the  prevalence  of  mental  illness  among  this  group,  it  is 
revealing  to  apply  data  obtained  in  several  studies  which  have 
been  made  of  selected  offender  groups.  For  instance,  a  review  of 
the  findings  in  examinations  of  offenders  carried  out  in  Massa- 
chusetts under  the  Briggs  Law  over  a  14  year  period  showed  15% 
to  have  a  significant  psychiatric  disorder.''  In  their  analysis  of  find- 
ings made  in  examinations  of  10,000  consecutive  cases  seen  in  the 
psychiatric  clinic  of  the  Court  of  General  Sessions  in  New  York, 
Bromberg  and  Thompson  reported  significant  psychiatric  illness 
in  roughly  20%  of  these  defendants."  Both  of  these  studies  showed 
something  less  than  2%  of  the  examinees  to  be  psychotic.  Several 
years  ago  I  found  15%  of  500  consecutive  commitments  to  the 
Federal  Bureau  of  Prisons  to  have  some  recognizable  mental  dis- 
order. A  more  recent  study  of  over  1,000  prisoners  confined  at  the 
Federal  Penitentiary,  Lewisburg,  Pennsylvania  showed  the  psychi- 
atric morbidity  within  this  group  to  be  about  20%.  Several  other 
surveys  of  prison  populations  have  shown  the  incidence  of  mental 
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disorder  to  be  in  the  range  of  15  to  20  percent.^"  All  of  these  sur- 
veys tend  to  suggest  that  the  prevalence  rate  for  mental  disorder 
is  about  the  same  in  the  prison  community  as  it  is  in  the  com- 
munity at  large,  which  might  come  as  a  surprise  to  some,  who  wish 
to  equate  criminality  with  mental  illness. 

Some  idea  of  the  magnitude  of  the  problem  of  the  mentally  ill 
offender  may  be  gained  by  applying  the  20  percent  figure  to  a 
representative  state  prison  population.  For  instance,  in  North  Caro- 
lina, where  there  are  about  10,000  in  confinement  any  day  of  the 
year,  and  where  approximately  13,000  new  commitments  were  re- 
ceived last  year,  the  twenty  percent  rate  would  provide  2,600  pros- 
pective mental  cases,  or  ten  each  working  day.  This  is  a  sufficient 
caseload  to  provide  material  for  several  thriving  outpatient  clinics 
and  a  small  mental   hospital. 

Because  of  the  seeming  proneness  of  certain  mentally  ill  per- 
sons to  become  involved  in  minor  offenses  such  as  vagrancy,  tres- 
pass, simple  assault,  petty  theft,  public  drunk,  and  a  variety  of 
minor  offenses  which  are  often  carried  out  while  under  the  influ- 
ence of  alcohol,  special  attention  needs  to  be  given  to  misde- 
meanant and  jail  type  populations.  Such  data  as  we  do  have 
suggests  the  prevalence  of  mental  disorder  among  jailed  minor 
offenders  may  be  much  larger  than  that  found  in  representative 
prison  populations.  For  instance,  in  a  recent  study  of  50  randomly 
selected  misdemeanants  referred  for  pre-sentence  diagnostic  study 
in  North  Carolina,  82%  were  found  to  have  diagnosable  psychiatric 
disorder.^'  Many  of  these  cases  can  be  viewed  as  relative  failures 
of  the  health  and  welfare  services  which  are  available  in  their 
respective  communities. 

As  it  turns  out,  this  fairly  substantial  caseload  must  be  handled 
for  the  most  part  in  institutional  systems  which  have  inadequate 
and  limited  physical  facilities,  as  well  as  severely  limited  staffing 
patterns.  The  last  survey  with  which  I  am  familiar  showed  less  than 
60  psychiatrists  employed  full-time  in  the  approximately  230  adult 
correctional  institutions  in  this  country.'-'  Of  these  230  correctional 
institutions,  only  26  can  be  identified  as  having  specific  treatment 
programs  for  mentally  disordered  offenders.  With  few  exceptions 
these  treatment  programs  have  the  services  of  only  one  full-time 
psychiatrist  and,  perhaps,  one  or  two  more  who  work  part-time.' '• 

Assuming  that  it  takes  four  to  six  hours  of  intensive  psychiatric 
interviewing  to  begin  to  understand  the  dynamics  of  an  individual 
offender,  and,  assuming  there  is  only  this  small  number  of  psychi- 
atrists which  we  have  already  described  available  to  examine  the 
large  potential  caseload,  perhaps  no  one  should  be  surprised  if 
there   is  still   no  substantial   body  of  case   material   available  for 
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scientific  comparison  and  analysis.  Also,  recognize  that  the  very 
transient  nature  of  the  clinical  contacts  with  cases  in  this  category 
tends  to  preclude  the  possibility  of  doing  the  kind  of  long-term 
observation  and  follow-ups  which  are  so  essential  to  the  develop- 
ment of  any  meaningful  predictive  criteria. 

Relationships  between  Mental  Disorder  and  Crime 

At  this  point  it  should  be  of  interest  to  review  some  of  the 
observations  which  have  been  made  concerning  the  relationships 
between  mental  disorder  and  crime.  While  only  about  2%  of  all 
offenders  are  found  to  be  overtly  psychotic,  these  are  the  offenders 
who  tend  to  achieve  the  greatest  notoriety  because  of  the  regres- 
sive, primitive,  and  often  needlessly  aggressive  characteristics  of 
their  offenses.  Thus,  it  is  common  to  suspect  psychosis  in  the  cases 
of  certain  unusual  and  bizarre  offenses.  The  most  frequent  disorder 
observed  in  this  group  is  schizophrenia,  a  disease  manifested  by 
confused  and  delusional  thinking,  along  with  inconsistent  and 
inappropriate  feelings.  When  persons  with  these  disorders  act  out 
in  response  to  their  deluded  fantasies,  the  results  are  ordinarily 
predictably  unique,  and  even  occasionally  gruesome. 

Neurotic  and  sociopathic  types  of  mental  disorder,  which  occur 
among  approximately  15%  of  offenders,  are  associated  with  a 
variety  of  offense  groups.  The  impulsive  auto  thief  and  the  com- 
pulsive check  writer  are  common  examples.  The  behavior  of  certain 
sex  offenders,  notably  the  exhibitionist,  that  of  some  arsonists,  and 
that  of  some  shoplifters,  can  often  be  seen  as  related  to  under- 
lying neurotic  disorder. 

Those  offenses  which  mentally  defective  persons  commit  are 
usually  marked  by  qualities  of  suggestability  and  poor  judgment 
which  tend  to  set  them  apart.  Individuals  with  psychopathic  per- 
sonality, those  with  manic  types  of  illness,  and  alcoholics  often 
reflect  underlying  impulsivity  in  the  offenses  which  bring  them  to 
the  attention  of  the  courts.  Finally,  in  offenses  involving  threatening 
and  assaultive  behavior,  it  is  not  uncommon  to  find  an  underlying 
paranoid  mental  disorder.  In  the  Federal  courts  a  high  incidence 
of  paranoid  mental  disorder  has  been  observed  among  individuals 
charged  with  mailing  threatening  and  obscene  letters. ^^ 

From  this  brief  consideration  of  some  known  relationships 
between  mental  illness  and  personality  disorder  and  crime,  it  is 
possible  to  begin  to  formulate  a  listing  of  some  indicators  of 
pathology  which  can  be  employed  in  the  task  of  separating  the 
emotionally  disordered  offender."'  Some  of  these  indicators  are  as 
follows: 
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1.  The  apparently  motiveless  crime 

2.  The  bizarre  offense 

3.  An  offense  which  seems  to  represent  a  significant  departure 
from  the  offender's  usual  behavior 

4.  Seemingly  senseless  repetitive  criminal   behavior 

5.  Certain  sex  crimes,  arson,  and  other  apparently  compulsive 
behaviors 

6.  Offenses  in  which  drugs  and/or  alcohol  are  implicated 

7.  Instances  in  which  the  defendant  has  a  known  history  of 
prior  mental  illness,  and  instances  when  the  defendant 
seems  emotionally  disturbed,  confused,  or  perhaps  de- 
pressed 

8.  Apparently  dangerous  behaviors 

In  its  recent  report,  the  President's  Task  Force  on  Prisoner 
Rehabilitation  has  recommended  that  any  offender  who  can  safely 
be  diverted  from  incarceration — or  in  some  cases  even  adjudica- 
tion— should  be.'''  This  conclusion  stems  from  the  growing  feeling 
that  there  are  substantial  numbers  of  offenders  coming  through  the 
criminal  justice  system  who  could  be  handled  more  effectively  in 
a  variety  of  social  and  medical  agencies,  assuming  that  these 
programs  and  facilities  had  the  capability  to  deal  with  this  po- 
tential increase  in  caseload.  The  discovery  and  diagnosis  of  suitable 
cases  for  such  diversionary  treatment  will  require  a  wider  appli- 
cation of  a  variety  of  scientific  examination  procedures. 

Scientific  Examination  of  the  Offender 

All  models  for  the  scientific  examination  of  the  offender  de- 
signed to  determine  the  presence  of  mental  disorder  are  of  com- 
paratively recent  origin.  Perhaps  the  earliest  systematic  approach 
to  the  identification  of  the  mentally  disordered  offender  was  the 
technique  of  employing  a  three-man  study  team  composed  of  a 
psychiatrist,  a  psychologist,  and  a  social  worker — a  plan  which  was 
introduced  in  juvenile  court  practice  around  the  turn  of  the  cen- 
tury. More  recently,  psychiatric  clinics  have  been  developed  to 
serve  courts  which  deal  with  adult  offenders.  Among  the  cities 
which  have  adult  court  psychiatric  clinics  are  New  York,  Chicago, 
Philadelphia,  Detroit,  Baltimore,  Boston,  Cleveland,  Pittsburgh  and 
Washington,  D.  C'  Also,  diagnostic  centers,  which  provide  psychi- 
atric examinations  for  offenders,  have  been  established  in  several 
state  departments  of  correction,  as,  for  instance.  New  Jersey, 
California  and  Florida. 

In  my  opinion,  the  most  promising  route  toward  individualized 
treatment  we  have  today  is  by  way  of  a  comprehensive  diagnostic 
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study  which,  at  its  best,  brings  to  bear  all  that  we  know  about  the 
scientific  examination  of  the  offender  to  the  case  in  hand.  Basically, 
such  a  diagnostic  study  is  designed  to  answer  two  questions — what 
led  the  individual  to  commit  the  offense,  that  is,  what  social  and 
personal  factors  may  have  influenced  him  in  making  his  decision 
to  commit  the  offense;  and  what  measures  are  necessary  to  lessen, 
or  to  prevent,  the  offender's  tendency  toward  crime  and  to  safe- 
guard the  community. 

Two  viable,  working  examples  of  these  diagnostic  procedures 
are  the  observation  and  study  procedures  employed  in  the  Federal 
system, ^'^  and  the  pre-sentence  diagnostic  studies  employed  in 
North  Carolina. 1"  In  both  these  jurisdictions  these  examinations 
are  made  on  a  selective  basis  at  the  discretion  of  the  court  after 
trial  and  conviction,  but  prior  to  sentence,  in  those  cases  where 
more  exact  knowledge  is  required.  In  some  other  jurisdictions,  such 
examinations  are  also  made  prior  to  trial,  and  may  be  incorporated 
in  the  pre-sentence  investigation  report. 

Under  the  North  Carolina  statute,  which  is  modeled  after  the 
Federal  statute,  defendants  selected  for  this  procedure  may  be 
committed  to  the  Department  of  Correction  for  a  period  of  from 
60  to  90  days  for  these  special  examinations,  which  include  a 
comprehensive  social  study,  physical  examinations,  psychological 
and  psychiatric  examinations,  educational,  vocational  and  aptitude 
appraisals,  a  religious  interest  survey,  and  extensive  observations 
of  behavior  during  the  period  of  the  study. 

These  pre-sentence  diagnostic  studies  involve  not  only  an 
evaluation  of  the  defendant's  personality  and  his  capacity  for 
adaptation  in  the  institutional  environment,  but  an  evaluation  of 
the  ways  in  which  he  adapted  in  the  community.  The  community 
aspect  of  the  evaluation  involves  an  assessment  of  the  defendant's 
resources,  both  personal  and  material.  For  instance,  one  wants  to 
know  something  about  his  associates,  his  friends,  his  family  and, 
in  particular,  the  durability  and  strength  of  his  interpersonal  ties. 
Where  his  resources  appear  to  be  deficient,  and  when  it  appears 
that  his  ability  to  cope  in  the  community  might  be  improved 
through  involvement  in  new  and  different  interrelationships,  one 
wants  to  know  what  kinds  of  resources  may  be  available  to  imple- 
ment indicated  change. 

Essential  information  on  these  factors  may  be  obtained  through 
an  appropriate  pre-sentence  investigation  conducted  by  a  probation 
officer  in  the  defendant's  community.  Such  an  investigation  can 
provide  valuable  information  concerning  the  community's  attitude 
toward  the  defendant,  and  it  should  disclose  those  questions  and 
problems  which  will   require  further  exploration   in  the  course  of 
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the  pre-sentence  diagnostic  study.  For  these  reasons,  the  pre- 
sentence investigation  is  an  essential  prerequisite  in  all  cases 
referred  for  pre-sentence  diagnostic  study. 

After  all  of  the  various  studies  have  been  completed,  the  study 
group  then  meets  to  review  the  results  and  to  formulate  an  under- 
standing of  the  dynamics  of  the  offender  and  his  offense,  and  to 
develop  an  acceptable  treatment  plan  consistent  with  the  interests 
of  the  community.  In  North  Carolina,  the  staffing  procedures  have 
been  developed  administratively  since  there  are  no  statutory  guide- 
lines. Here  it  is  the  practice  to  have  a  caseworker  assigned  to  each 
case,  to  be  responsible  for  the  study  of  the  defendant's  social  his- 
tory, and  to  coordinate  all  other  special  studies  which  are  under- 
taken. When  the  case  is  staffed,  the  caseworker  presents  the  study 
findings  to  the  staffing  group,  along  with  a  discussion  of  the  various 
alternative  treatment  approaches  which  have  been  identified.  After 
discussing  this  presentation,  the  staffing  group,  which  now  has 
available  all  of  the  information  which  has  been  garnered,  custom- 
arily interviews  the  defendant.  This  unique  feature  of  the  staffing 
procedure  allows  each  member  of  the  study  group  to  make  his  own 
assessment  of  the  defendant's  personality  in  terms  of  a  variety  of 
relevant  considerations  such  as  his  mental  state,  his  reliability  and 
perhaps,  most  important,  his  motivation.  Following  this,  the  staff 
enters  into  a  discussion  directed  at  seeking  a  consensus  as  to  the 
course  of  treatment  to  be  recommended  to  the  court,  weighing  the 
alternatives  and  the  resources  available  to  implement  each  alterna- 
tive. The  results  of  these  deliberations  are  then  transmitted  to  the 
court  in  summary  form,  along  with  copies  of  the  essential  sup- 
portive data  which  the  group  employed  in  reaching  its  decision. 

In  summary,  the  aim  of  the  scientific  examination  of  offenders 
is  to  evaluate  medical  and  psychosocial  factors  which  may  have 
contributed  to  the  offender's  delinquent  behavior.  It  is  not  intended 
to  say  that  all  offenders  are  sick,  but  rather  to  recognize  those  who 
are,  and,  hopefully,  to  be  able  to  implement  appropriate  treatment 
to  remedy  underlying  emotional  illness  which  has  contributed  to 
delinquent  behavior.  There  is  reason  to  hope  that  some  of  these 
same  treatment  techniques  may  be  employed  to  good  advantage  in 
the  modification  of  behavior  of  offenders  who  are  not  found  to  be 
obviously  mentally  ill  or  emotionally  disordered.  Thus,  treatment 
techniques  which  improve  motivation  and  enhance  initiative,  and 
lead  to  the  adoption  of  more  constructive  attitudes,  should  have 
some  utility  in  correctional  treatment  programs  for  all  offenders. 

Offenders  whose  examination  reveals  medical  or  psychosocial 
dysfunction  may  be  eligible  for  vocational  rehabilitation  services. 
These  services  are  available  to  offenders  who  are  substantially 
handicapped  for  employment  because  of  mental  or  physical   dis- 
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ability.  Vocational  rehabilitation  services  seek  to  develop  activities 
programs  which  will  effect  life  style  in  desirable  ways,  and  they 
seek  to  re-educate  handicapped  persons  through  exposure  to  con- 
crete creative  experiences. 

Two  brief  case  histories  are  presented  to  illustrate  the  com- 
plimentary way  in  which  vocational  rehabilitation  services  can 
ifacilitate  the  restoration  of  a  public  offender  whose  disability  has 
been  identified  in  the  course  of  an  appropriate  study.  The  first  case, 
described  as  follows,  was  committed  for  observation  and  study 
under  the  pre-sentence  diagnostic  procedure. 

An  18-year-old  girl  was  convicted  of  possession  of 
marihuana.  She  was  alleged  to  have  given  some  marihuana 
to  a  younger  sister  who  was  arrested  when  she  tried  to  sell 
some  of  the  drug  to  one  of  her  friends  at  school.  When  the 
younger  sister  revealed  her  source  of  the  drug,  a  search  of 
their  home  uncovered  an  additional  quantity  of  the  drug 
in  the  older  sister's  room. 

The  girl's  parents  had  been  separated  for  several 
years.  She  described  difficulties  in  her  relationships  with 
her  mother,  particularly  a  feeling  that  she  had  never  been 
able  to  live  up  to  her  mother's  expectations.  While  still  in 
high  school  she  began  using  drugs,  presumably  for  the 
relief  of  the  intolerable  tensions  which  she  was  experi- 
encing. A  few  months  prior  to  her  arrest  her  mother  had 
sought  treatment  for  her  at  a  mental  health  clinic.  After 
graduating  from  high  school  she  had  had  no  significant 
employment. 

Both  the  psychological  and  psychiatric  examinations 
showed  this  girl  to  have  good  intelligence.  These  exami- 
nations showed  her  to  be  an  anxious,  passive  person,  who 
was  having  serious  difficulties  in  her  relationships  with 
others.  She  verbalized  angry  feelings  toward  her  mother 
and  observed  that  she  did  not  feel  that  her  mother  really 
understood  her  needs.  She  gave  the  impression  that  she 
had  enjoyed  using  drugs  and  she  seemed  somewhat  un- 
certain about  her  ability  to  abstain  from  drugs  in  the 
future.  The  study  group  recommended  that  she  be  placed 
on  probation  with  the  understanding  that  she  would  con- 
tinue under  supervision  of  the  mental  health  clinic  to 
receive  individual  and  family  counseling,  and  either  attend 
school  or  be  regularly  employed.  Under  the  sponsorship  of 
vocational  rehabilitation  services  the  girl  continued  in 
treatment  in  a  community  mental  health  clinic  and  coun- 
seling services  were  provided  to  the  mother.  At  the  same 
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time,  she  was  enrolled  in  a  training  course  at  a  nearby 
community  technical  institute  on  an  interim  basis  until 
she  could  be  enrolled  in  a  college  program.  During  this 
training,  efforts  were  made  to  determine  her  true  voca- 
tional potential.  She  has  responded  well  to  the  supervision 
and  guidance  which  has  been  provided  and  the  prognosis 
for  continued  acceptable  adjustment  in  the  community 
appears  to  be  favorable. 

V.  R.  Services 

The  second  case  which  follows  illustrates  the  use  of  voca- 
tional rehabilitation  services  in  the  corrective  treatment  of  an 
institutionalized  delinquent. 

At  the  age  of  17  the  defendant  was  sentenced  to  an 
indeterminate  term  as  a  youth  offender  on  charges  of 
breaking  and  entering  and  larceny.  He  was  the  product 
of  a  broken  home  and  had  been  raised  by  grandparents. 
He  was  expelled  from  school  while  in  the  eighth  grade  and 
was  subsequently  committed  to  a  training  school,  where 
he  adjusted  poorly  and  ran  away  on  several  occasions.  He 
seemed  to  be  very  prone  to  come  in  conflict  with  his  super- 
visors. He  was  easily  angered  and  he  was  soon  classed  as 
a  potential  behavior  problem  and  security  risk.  Initial 
testing  showed  dull  intelligence,  suggestive  of  borderline 
mental  retardation.  However,  this  finding  was  not  consist- 
ent with  the  achievement  level  which  was  considerably 
above  his  claimed  education.  Subsequent  examinations 
and  retesting  revealed  normal  intelligence  and  a  socio- 
pathic  personality  disorder. 

Initially,  a  combined  approach  to  this  youth  was  made 
by  the  institutional  vocational  rehabilitation  counselor  and 
the  academic  staff.  These  efforts  were  directed  at  moti- 
vating him  to  complete  high  school  equivalency  in  prepa- 
ration for  entering  a  vocational  training  program.  Eventu- 
ally, he  was  enrolled  in  a  community  technical  school  in 
study  release  status  and  there  he  completed  the  require- 
ments for  his  high  school  equivalency.  Following  this  he 
was  conditionally  released  to  a  half-way  house  where  he 
obtained  part-time  employment  as  an  electrician's  helper 
and  was  enrolled  in  a  training  course  at  a  local  technical 
institute,  all  under  the  sponsorship  and  guidance  of  voca- 
tional rehabilitation  services. 

In  cases  of  this  type,  the  primary  aim  is  to  determine  the  best 
possible  course  of  treatment  for  the  individual  offender.  Although 
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most  authorities  agree  that  individualized  treatment  is  the  desired 
goal,  there  continues  to  be  significant  impediments  and  obstacles 
to  the  achievement  of  this  aim. 

Traditionally,  the  treatment  of  offenders  has  been  carried  out 
in  closed  institutions,  often  at  some  distance  from  the  offender's 
community.  More  recently,  courts  have  been  making  increasing 
use  of  study  procedures  to  identify  offenders  who  may  be  safely 
diverted  from  incarceration,  or  in  some  cases,  even  adjudication. 
This  trend  has  required  the  development  of  more  community  treat- 
ment facilities.  It  has  also  served  to  facilitate  the  recognition  of 
areas  of  mutual  interest  and  concern  in  which  correctional 
agencies,  the  courts,  and  the  community  can  cooperate  in  arranging 
effective  treatment  for  the  offender.  A  parallel  development  has 
been  the  implementation  of  training  programs  for  law  enforcement 
personnel  to  improve  their  ability  to  identify  mentally  ill  offenders. 

Earlier  in  this  discussion  reference  was  made  to  critical  short- 
ages in  manpower  and  facilities.  Paradoxically,  the  implementation 
of  new  techniques  and  procedures  often  aggravates  already  existing 
shortages  in  personnel  and  facilities,  and  such  seems  to  be  the 
case  with  increased  use  of  the  scientific  examination  of  the 
offender.  As  George  Dession  stated  over  thirty  years  ago,  all  too 
frequently  the  comprehensive  and  searching  picture  of  an  offender 
revealed  by  psychiatric  case  history  and  diagnosis  will  serve 
chiefly  to  bring  out  in  bold  relief  the  essentially  primitive  character 
of  all  alternatives  open  for  his  disposition  within  existing  institu- 
tional frames.-*^ 

Although  there  seems  to  be  some  trend  toward  improvement, 
recent  surveys  of  correctional  institution  staffing  patterns  continue 
to  show  a  shortage  in  the  various  categories  of  skilled  personnel 
who  are  required  to  implement  effective  study  and  treatment  pro- 
grams.-^ Perhaps  the  greatest  shortage  is  that  of  psychiatrists,  who 
have  been  gradually  moving  away  from  institutional  practice  over 
the  past  two  decades.  Clinical  psychologists,  who  are  essential  to 
this  effort,  are  also  in  short  supply,  though  perhaps  more  ready  to 
accept  institutional  assignments.  Social  workers  and  counselors 
are  also  in  the  shortage  category,  largely  because  their  contribution 
has  tended  to  be  undervalued  by  correctional  administrators. 
Finally,  the  contribution  which  sociologists  and  social  psychologists 
might  make  continues  to  be  essentially  unrecognized. 

Fortunately,  these  manpower  shortages  are  being  eased  to 
some  extent  through  increasing  use  of  community  agencies,  and 
through  intensified  efforts  to  recruit  specialists  who  will  serve 
institutions  in  part-time  and  consultative  assignments.  The  current 
emphasis  upon  community  treatment,  with  its  concurrent  impetus 
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to  develop  liaison  with  a  variety  of  community  agencies  and  insti- 
tutions, should  eventually  facilitate  the  interchange  of  the  available 
pool  of  specialists  between  these  organizations  and  the  correctional 
institutions  which  they  serve.  Furthermore,  personnel  who  have 
gained  experience  in  both  areas  will  achieve  a  better  understanding 
of  the  continuum  of  the  treatment  process,  which  should  make  for 
improved  treatment,  as  well  as  more  effective  prevention. 

Among  the  conceptual  and  theoretical  problems  there  are 
several  which  deserve  special  attention.  Correctional  institutions 
are  still  steeped  in  the  traditions  of  the  past,  so  that  their  approach 
to  their  charges  often  remains  rather  primitive  in  basic  philosophy. 
Thus,  oie  must  accept  the  fact  that  the  need  for  punishment  and 
retribution  continues  to  operate  effectively  in  shaping  institutional 
policy.  Emphasis  upon  custody  tends  to  encourage  distance  be- 
tween inmate  and  staff,  a  condition  which  runs  counter  to  the 
closeness  which  is  essential  to  any  therapeutic  endeavor  that  is 
intended  to  improve  interrelatedness.  Traditional  institutional  ad- 
herence to  standard  operating  procedures  encourages  rigidity  in 
program  design,  and  thwarts  the  development  of  the  kind  of  flexi- 
bility which  is  essential  in  the  treatment  of  human  problems. 
Seg.nertation  of  the  correctional  process  tends  to  interfere  with 
continu  ty  in  treatment  programs,  which  most  authorities  agree 
could  be  better  achieved  under  a  unified  system  of  corrections. 
Continu  Bd  resistance  to  the  application  of  the  medical  model  in 
the  tree '.ment  of  offenders,  perhaps  for  valid  reasons,  has,  nonethe- 
less, often  resulted  in  treatment  programs  with  inept  and  inade- 
quate design,  there  being  as  yet  no  really  viable  alternative  to  the 
medical  mode. 

Emphasis  upon  penal  reform  has  resulted  in  substantial  im- 
provements in  the  life  style  of  prisoners  in  confinement.  The 
newer  emphasis  upon  human  development  will,  no  doubt,  be 
accompanied  by  the  development  of  more  effective  correctional 
treatment  programs.  Meanwhile,  it  is  clear  that  social  policy  toward 
the  criminal  offender  remains  somewhat  unsettled,  ambivalent, 
and  at  times,  contradictory.  Until  the  nature  of  the  problem  of 
criminal  behavior  can  be  more  explicitly  defined,  it  seems  essential 
that  we  continue  to  pursue  a  variety  of  alternative  courses  in  deal- 
ing with  the  problem,  hopefully  influencing  social  policy  to  support 
those  programs  which  provide  measurable  results  in  ameliorating 
the  crime  problem. 

Finally,  it  is  important  to  recognize  the  occurrence  of  certain 
ethical  and  moral  problems  which  inevitably  occur  in  the  imple- 
mentation of  programs  designed  to  provide  for  the  study  and  treat- 
ment of  offenders.  For  instance,  at  times  in  the  course  of  an 
examination,  an  offender  may  be  required  to  disclose  information 
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which  may  bear  on  his  culpability.  Under  such  circumstances, 
there  is  some  risk  that  the  examination  may  evoke  increased 
anxiety  in  the  offender,  even  to  an  extent  requiring  treatment, 
which,  of  course,  must  be  available.  This  consideration  raises 
questions  as  to  the  nature  of  the  setting  in  which  the  examination 
and  study  are  to  be  made.  Where  specific  psychiatric  treatment  may 
be  required,  something  more  than  the  usual  custodial  institution 
may  be  indicated. 

Another  problem  is  to  determine  the  extent  to  which  infor- 
mation obtained  in  these  examinations  should  be  disclosed  to  the 
public  at  large.  To  achieve  the  kind  of  "doctor-patient  relationship" 
which  would  facilitate  these  examinations  would  seem  to  require 
that  the  offender  have  some  assurances  that  his  disclosures  will 
not  be  employed  to  his  disadvantage.  The  question  of  how  to 
achieve  such  a  doctor-patient  relationship  devoid  insofar  as  pos- 
sible of  strain  and  suspicion,  and,  at  the  same  time,  satisfy  the 
needs  of  program  administrators  in  the  context  of  this  kind  of 
inquiry,  remains  for  practical  purposes  essentially  unresolved.  One 
can  only  hope  that,  as  we  continue  to  perform  these  examinations, 
we  will  maintain  a  continuous  regard  for  human  dignity  and  human 
rights,  striving  at  all  times  for  the  highest  possible  ethical  and 
moral  standards,  with  periodic  review  of  our  procedures  to  insure 
that  these  standards  are  met. 


REFERENCES 

^Smith,  C.  E.,  Psychiatry  in  Corrections,  American  Journal  of 
Psychiatry,  Vol.  120,  No.  11,  May,  1964. 

-18  U.  S.  C.  Sec.  4244  (1949). 

••^8  English  Reports  718  (1843). 

^David  vs.  U.  S.  160  U.  S.  469  (1895). 

■'U.  S.  vs.  Durham,  214  F.  (2)  862  (C.A.D.C,  1954). 

'American  Law  Institute  Model  Penal  Code,  Sec.  4.01,  1962. 

"Goldstein,  A.  S.,  The  Insanity  Defense,  New  Haven,  Conn.: 
Yale  University  Press,  1967. 

■'^Overholser,  W.,  The  Briggs  Law  of  Massachusetts:  A  Review 
and  an  Appraisal,  Journal  of  Criminal  Law,  Criminology  and  Police 
Science,  Vol.  25,  No.  6,  March-April,  1935. 

•'Bromberg,  W.  and  Thompson,  G.,  Relation  of  Psychosis,  Mental 
Defect  and  Personality  to  Crime,  Journal  of  Criminal  Law,  Crimin- 
ology and  Police  Science,  Vol.  28,  No.  1,  May-June,  1937. 

i*'Guttmacher,  M.  S.,  The  Psychiatric  Approach  to  Crime  and 
Correction,  Law  and  Contemporary  Problems,  Duke  University 
School  of  Law,  1958. 


46   N.  C.  JOURNAL  OF  MENTAL  HEALTH 

"Hobgood,  Martha,  The  Adult  Misdemeanant — Pre-sentence 
Diagnostic  Referral  in  North  Carolina:  A  Study  of  50  Cases,  Unpub- 
lished Manuscript.  University  of  North  Carolina  at  Chapel  Hill,  1971. 

^-Wille,  W.  S.,  Psychiatric  Facilities  in  Prisons  and  Correctional 
Institutions  in  the  United  States,  American  Journal  of  Psychiatry, 
Vol.  114,  No.  6,  December,  1957. 

^^Eckerman,  W.  C,  A  Nationwide  Survey  of  Mental  Health  and 
Correctional  Institutions  Providing  Comprehensive  Psychiatric  Care 
for  Adult  Mentally  Disordered  Offenders,  Research  Triangle  Insti- 
tute, North  Carolina,  1970. 

^•^Smith,  C.  E.  and  Strawberry,  K.  R.,  Mental  Competency  Pro- 
ceeding in  Federal  Criminal  Cases,  Public  Health  Reports,  Vol.  75, 
No.  7,  July,  1960. 

^■"'Smith,  C.  E.,  Recognizing  and  Sentencing  the  Exceptional  and 
Dangerous  Offender,  in  press.  Federal  Probation  Quarterly. 

I'The  Criminal  Offender— What  Should  Be  Done?  The  Report  of 
the  President's  Task  Force  on  Prisoner  Rehabilitation,  April  1970. 
U.  S.  Government  Printing  Office,  Washington,  D.  C. 

I'Guttmacher,  M.  S.,  The  Status  of  Adult  Court  Psychiatric 
Clinics,  National  Probation  and  Parole  Association  Journal,  Vol.  1, 
No.  2,  October,  1955. 

^'^Smith,  C.  E.,  Observation  and  Study  of  Defendants  Prior  to 
Sentence,  Federal  Probation  Quarterly,  June,  1962. 

i''N.  C.  GS  148-12,  GS  148-48  (1967). 

-•^Dession,  G.  H.,  Psychiatry  and  the  Conditioning  of  Criminal 
Justice,  Yale  Law  Journal,  47:530,  1938. 

-^Scheidemandel,  P.  L.  and  Kanno,  C.  K.,  The  Mentally  III 
Offender:  A  Survey  of  Treatment  Programs,  American  Psychiatric 
Association,  1969. 


CHARACTERISTICS  OF  PRISON  INMATES  ASSOCIATED 

WITH  INTELLIGENCE,  EDUCATION,   EDUCATIONAL 

ACHIEVEMENT,  OCCUPATION  AND  PERSONALITY 

Charles  G.  Wilson 

Director 

and 

James  H.  Panton 

Senior  Research  Associate,  Research  and  Planning  Division 
N.  C.  Department  of  Correction 

The  past  several  years  have  seen  corrections  come  to  the  fore- 
front in  the  interest  and  concern  of  the  general  public  as  a  whole, 
and  the  various  professional  disciplines  in  particular.  Significant 
facets  which  are  least  understood  by  many  professionals  and  lay- 
men alike  are  the  basic  characteristics  of  the  inmate  population. 
It  appears  to  be  a  common  belief  with  many  people,  professionals 
included,  that  the  majority  of  inmates  are  mentally  defective, 
suffer  from  serious  mental  illness,  etc.  It  is  the  purpose  of  this 
presentation  to  dispel  some  of  these  misconceptions  and  to  present 
in  terms  of  what  the  military  likes  to  define  as  hard  data,  the  basic 
characteristics  of  intelligence,  education,  educational  achievement, 
occupation,  and  personality  for  the  inmate  male  population  incar- 
cerated under  the  jurisdiction  of  the  North  Carolina  Department  of 
Correction. 

The  Department  of  Correction  has  developed  baseline  data  on 
IQ,  education,  education  achievement,  and  crime  classification 
for  male  felon  inmates.^  This  baseline  sample  of  10,678  inmates, 
admitted  to  the  correctional  system  during  the  period  1966-70,  is 
considered  to  be  representative  of  the  male  inmate  population  and 
can  be  employed  as  comparative  data  for  population  analysis. 

Measuring  Intelligence 

The  first  focus  of  attention  is  on  intelligence,  as  reported  in 
terms  of  IQ  scores.  The  Revised  Beta  Examination  was  employed 
as  the  test  instrument  for  measuring  intelligence  in  terms  of  IQ 
scores.  The  Beta  is  largely  a  culture-free  test,  which  does  not 
require  reading  skills  as  a  prerequisite.  Minority  groups  were  in- 
cluded in  the  samples  employed  for  standardization.  It  is  widely 
used  with  correctional  populations,  both  federal  and  state.  The  IQ 
classification  system  developed  by  David  Wechsler-  in  his  extensive 
work  in  the  measurement  and  appraisal  of  adult  intelligence,  was 
employed  in  the  analysis.  This  classification  procedure  divides  the 
distribution  of  IQ  scores  into  the  following  categories: 
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Expected  Percentage  Under 
The  Normal  Curve 
Category  Score  Limits  For  The  General  Population 

Very  Superior  130  and  Above  2.2 

Superior  120-129  6.7 

BrigJit  Normal  110-119  16.1 

Normal  90-109  50.0 

Dull  Normal  80-89  16.1 

Borderline  70-79  6.7 

Defective  69  and  Below  2.2 

We  have  modified  this  system  somewhat  in  that  we  have  com- 
bined the  Very  Superior  and  Superior  categories  under  one  Superior 
Category  with  an  IQ  range  of  120  and  above.  This  was  deemed 
necessary  in  that  inmates  seldom  score  within  the  Very  Superior 
Range  (130  and  above). 

Examination  of  the  IQ  distribution  for  the  inmate  baseline 
sample  (Table  1)  reveals  that  49.6%  of  the  inmates  fall  within  the 
normal  range  of  90  to  109.  This  percentage  is  for  all  practical  pur- 
poses identical  with  the  50%  of  the  general  population  one  would 
expect  to  find  within  the  normal  range.  Since  it  is  a  popular  belief 
that  a  large  percentage  of  inmates  are  mentally  defective,  it  is  of 
interest  to  note  that  only  4.4%  of  the  inmates  fall  in  the  defective 
category  (IQ  69  and  below)  which  is  not  markedly  different  from 
the  2.2%  one  would  expect  to  find  among  the  general  population. 
At  the  high  end  of  the  continuum  we  find  1.8%  of  the  inmates  with 
IQ's  of  120  and  above  compared  to  8.9%  of  the  general  population. 
The  other  comparisons  are:  Bright  Normal  (IQ  110-119),  9.4%  of  the 
inmates  compared  to  the  16.1%  of  the  general  population;  Dull 
Normal  (IQ  80-89),  22.4%  of  the  inmates  and  again  16.1%  of  the 
general  population;  and  Borderline  (IQ  70-79),  12.4%  of  the  inmates 
and  6.7%  of  the  general  population.  The  mean  or  average  IQ  score 
for  the  inmates  is  91.85  whereas  the  general  population  mean  is 
set  at  an  IQ  score  of  100. 

In  summary,  the  distribution  of  IQ  scores  for  the  inmate  popu- 
lation presents  a  bell-shaped  curve  with  a  slight  tail  on  the  lower 
end,  and  with  the  midpoint  of  the  curve  lying  approximately  9 
score  points  to  the  left  of  the  midpoint  of  the  general  population 
curve.  These  findings  imply  that  there  are  as  many  individuals  with 
so-called  normal  IQ's  within  the  male  prison  population  as  is  found 
within  the  population  as  a  whole;  however,  below  the  normal  range 
one  finds  39.2%  of  the  inmates  compared  to  only  25%  of  the 
normative  population.  In  contrast,  11.8%  of  the  inmates  score  above 
the  normal  range  compared  to  25%   of  the  general   population. 
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Again,  it  is  significant  to  note  tliat  even  though  39.2%  of  the  inmates 
fail  below  the  normal  range,  only  4.4%  fall  within  the  defective 
category  (69  and  below). 


Table  1 

Percentage  Distribution  by 

IQ  Group* 

IQ  Group 

In 
Score  Range 

mate  Sample 

N=10B78 
Percentage 

Population 

Norm 
Percentage 

Superior 

120-Over 

1.8 

8.9 

Bright  Normal 

110-119 

9.4 

16.1 

Normal 

90-109 

49.6 

50.0 

Dull  Normal 

80-89 

22.4 

16.1 

Borderline 

70-79 

12.4 

6.7 

Defective 

69-Under 
Mean  =  91.85 
SD  =  13.79 

4.4 

2.2 

*Wechsler's  system  of 

IQ 

classification. 

Inmates'  Educational  Backgrounds 

Examination  of  the  inmate's  educational  background  (Table  2) 
reveals  that  18.7%  have  less  than  a  seventh  grade  education  and 
that  only  13.8%  have  completed  high  school.  Sixty-seven  percent 
advanced  beyond  the  sixth  grade  but  failed  to  graduate  from  high 
school.  The  mean  or  average  education  for  the  inmate  baseline 
sample  is  8.62  grades  completed.  The  high  percentage  of  dropouts 
as  reflected  by  these  figures  underscores  the  apparent  lack  of 
motivation,  the  high  rate  of  truancy,  and  the  conflict  within  the 
Student-teacher  relationship  which  is  often  found  in  the  educa- 
tional histories  of  the  inmate  population.  One  could  surmise  from 

Table  2 

Percentage  Distribution  of  Educational  Grades  Completed 
by  Grade  Level 


Grade  Level 

Inmate  Sample 

N=10G78 

Percentage 

13-Over 

2.6 

12 

11.2 

10-11 

23.4 

7-9 

44.1 

1-6 

18.7 

Mean  = 

=  8.62 

SD  = 

=  2.74 
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these  rather  discouraging  results  that  the  educational  process  is 
not  reaching  many  of  these  people  and  that  many  are  m.erely 
putting  in  their  time  until  legally  permitted  to  drop  out  at  age  16. 
This  would  seem  to  indicate  that  part  of  the  rehabilitative  treat- 
ment for  these  individuals  should  be  directed  toward  motivation 
to  continue  in  the  educational  process. 

In  the  area  of  education  one  is  more  concerned  with  what  has 
actually  been  achieved  academically  rather  than  with  grades  com- 
pleted. Especially  is  this  true  when  one  considers  the  large  number 
of  low  achievers  who  receive  social  promotion,  some  even  to  the 
extent  of  being  awarded  a  "social  promotion"  high  school  diploma. 
In  order  to  determine  the  level  of  achievement  in  the  basic  edu- 
cational skills  of  reading,  arithmetic  and  spelling,  the  Correction 
Department  employs  the  Wide  Range  Achievement  Test  (WRAT)  in 
its  classification  and  diagnostic  services.  The  WRAT  is  an  indi- 
vidually administered  achievement  test  which  presents  grade 
equivalent  scores  from  kindergarten  through  college  in  the  basic 
areas  of  reading,  arithmetic  and  spelling.  Standardization  has  been 
developed  on  samples  of  children  and  adults  drawn  from  various 
socio-economic  levels.  Like  the  Beta,  the  WRAT  is  also  used  exten- 
sively in  correctional  systems  throughout  the  nation.  A  look  at  the 
distribution  of  WRAT  (Table  3)  scores  of  the  baseline  sample  of 
10,678  inmates  reveals  a  considerable  disparity  between  grades 
completed  and  achievement  as  reflected  by  the  WRAT  scores.  Over 
68%  of  the  inmates  achieved  at  less  than  the  seventh  grade,  which 
is  almost  three  times  greater  than  the  18.7  percent  who  completed 
less  than  seven  grades.  Only  3%  of  the  inmates  present  achieve- 
ment scores  at  the  high  school  graduate  level  which  is  over  four 
times  less  than  the  13.8  percent  who  completed  high  school.  The 
average  achievement  score  for  the  inmates  is  5.35  grade  equiva- 
lents, which  is  over  three  grades  lower  than  the  8.62  average  grade 
completed. 

These  results  imply  that  the  male  inmate  population  has  a 
relatively  poor  achievement  record  in  the  basic  skills  of  reading, 
arithmetic,  and  spelling,  which  again  underscores  the  histories  of 
maladaptation  to  the  educational  process  shown  by  many  of  the 
inmates.  This  deficiency  in  educational  achievement  could  well  be 
a  factor  which  has  contributed  significantly  to  their  criminality. 
These  findings  also  bring  to  focus  the  limitations  involved  in  em- 
ploying education,  as  expressed  by  grades  completed,  in  selecting 
inmates  for  various  levels  of  vocational  and  academic  training. 
These  findings  further  indicate  that  the  standard  methods  of  edu- 
cation, to  a  large  extent,  fail  with  this  type  of  population  and  herein 
lies  a  fertile  field  for  trying  out  innovative  methods  in  the  educa- 
tional process. 
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Table  3 

Percentage  Distributior 

1  of  Educational 

Achievement  Scores 

(WRAT)  by 

Achievement 

Grade  Level 

inmate  Sample 

Achievement 

N=10G78 

Grade  Level 

Percentage 

13-Over 

1.7 

12 

1.5 

10-11 

5.6 

7-9 

22.4 

1-6 

Mean  =  5.35 
SD  =  2.70 

68.7 

The  restrictions  for  social  mobility  imposed  on  the  inmates  by 
their  limited  educational  achievement  is  reflected  in  their  rela- 
tively meager  occupational  attainment.''  The  work  histories  of  felon 
inmates  reveal  considerable  job  instability  characterized  by  much 
movement  from  job  to  job  over  relatively  short  periods  of  time, 
much  of  this  movement  being  without  apparent  cause,  i.e.,  "no  real 
reason — just  didn't  want  to  get  tied  down  too  long  in  one  place," 
etc.  There  appears  to  be  little  occupational  progression  from  a 
lower  to  a  higher  job  status.  When  upward  occupational  mobility 
does  occur  it  is  often  reversed  into  a  downward  direction  as  the 
result  of  the  individual  becoming  involved  in  criminal  activity  (often 
a  repeat  of  former  behavior),  suddenly  leaving  the  job  without 
apparent  cause  or  becoming  involved  in  conflict  with  the  employer, 
which  in  many  cases  results  in  dismissal.  Sixty-three  percent  of 
the  inmates  present  histories  of  unskilled  occupations  (Table  4). 
When  combined  with  the  semiskilled  category  this  percentage 
increases  to  include  83%  of  the  occupational  distribution.  Only 
16%  of  the  inmates  come  from  the  skilled  trades  and  crafts  with 
less  than  one  percent  falling  in  the  professional  and  technical 
category.  The  largest  single  category  is  that  of  common  and  farm 
labor  which  absorbs  45.2%  of  the  occupational  distribution.  These 
somewhat  discouraging  findings  also  point  up  another  possible 
causation  of  criminality. 

Table  4 
Percentage  Distribution  of  Occupations  by  Skill  Level 

Skill  Level  Percentage 

Professional  0.97 

Skilled  Trades  and  Crafts  16.04 

Semi-Skilled  Occupations  20.12 

Unskilled  Occupations  62.87 
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A  number  of  research  studies^  ■''■''■'  concerned  with  the  person- 
ality characteristics  of  various  segments  of  the  North  Carolina 
inmate  population  have  demonstrated  that  basically  the  male 
inmate  population  as  a  whole  can  be  described  as  being  involved 
in  a  behavioral  disorder  characterized  by  an  antisocial  life  style 
and  resistance  toward  attempts  at  control  or  behavior  modification. 
Many  demonstrate  a  rather  limited  sense  of  social  responsibility. 
They  appear  to  have  difficulty  in  forming  meaningful  attachments 
or  loyalties  to  other  individuals  or  groups.  Thus  loyalties  formed 
within  inmate  societies  tend  to  be  transitory  and  are  only  binding 
as  long  as  the  individual  receives  personal  gain  or  profit  from  his 
associations  within  the  group.  There  is  an  inclination  toward  seek- 
ing immediate  satisfaction  and  fulfillment  of  desires  without  giving 
sufficient  thought  to  the  possible  consequences  of  such  behavior. 
There  seems  to  be  difficulty  in  profiting  from  experience,  a  lack  of 
social  judgment,  and  a  frequent  resort  to  verbal  rationalizations, 
which  in  many  cases  even  convinces  the  inmate  that  his  actions 
are  reasonable  and  warranted.  Insight  appears  limited  and  there 
appears  to  be  considerable  difficulty  in  perceiving  just  what  role 
society  expects  its  members  to  play  as  socially  acceptable  and 
productive  citizens. 

The  percentage  of  inmates  presenting  personality  configu- 
rations generally  associated  with  psychiatric  illness  or  other  serious 
mental  disorder  is  relatively  small  and  cannot  be  considered  as 
predominate  within  the  prison  population.  Several  subgroupings 
within  the  inmate  population  have  demonstrated  personality  char- 
acteristics which  are  distinguished  in  part  from  the  characteristics 
of  the  inmate  population  as  a  whole. 

Physically  disabled  inmates,  and  those  with  chronic  physical  ail- 
ments of  long  duration,  appear  to  be  less  able  to  reduce  emotional 
stress  through  corrective  action  or  adaptation,  demonstrate  con- 
siderable more  anxiety,  and  are  more  likely  to  be  depressed  than 
the  physically  able.  The  physically  disabled  demonstrate  consid- 
erable feelings  of  inadequacy,  dependency,  and  preoccupation  with 
physical  functioning.  In  many  cases  the  physical  disability  appeared 
to  be  enforced  by  the  inadequacies  in  psychological  adjustment.-* 

Inmates  receiving  a  diagnosis  of  acute  alcoholism  appear  to 
voice  various  and  sundry  physical  complaints — many  of  which  will 
likely  be  somatic  in  character.  Although  the  alcoholic  inmate  ap- 
pears more  inclined  toward  greater  socialization  than  the  non- 
alcoholic, his  interpersonal  relations  will  often  be  fraught  with 
feelings  of  inadequacy  and  insecurity.  Basically,  he  demonstrates 
a  greater  degree  of  immaturity  than  the  non-alcoholic  inmate.  In 
contrast,  the  alcoholic  inmate  presents  a  higher  level  of  educa- 
tional achievement  and  he  will,  in  all  likelihood,  present  an  occu- 
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pational  background  which  reflects  the  attainment  of  considerable 
vocational  skill.  In  summary,  he  appears  to  be  an  emotionally 
inadequate  individual  who  has  squandered  away  many  of  his  skills 
and  potentials."' 

Study  of  Drug  Abusers 

In  a  recent  study''  of  imprisoned  drug  abusers,  it  was  found 
that  as  a  group  drug  abusers  are  more  intelligent,  possess  a  higher 
level  of  education  and  have  educationally  achieved  more  than  the 
inmate  population  as  a  whole.  The  drug  abuser  appears  to  possess 
a  greater  degree  of  emotional  sensitivity,  shows  more  interest  in 
aesthetic  endeavors,  and  demonstrates  a  greater  degree  of  creativ- 
ity than  do  his  nonabuser  peers.  He  attempts  to  evade  responsi- 
bility and  to  avoid  stress  by  "psychologically  running  away"  from 
situations  demanding  his  attention.  It  appears  that,  left  to  his  own 
devices,  the  drug  user  has  no  intention  of  altering  his  behavior 
or  the  way  he  adapts  his  behavior  as  a  nieans  of  establishing 
equilibrium  with  his  external  environment  since  he  considers  his 
life  style  of  social  alienation  sufficient  for  his  own  needs.  He  ap- 
pears to  feel  that  change  must  come  from  within  the  system  and 
not  from  within  himself.  He  seems  to  have  a  need  for  affection 
and  reinforcement  but  his  long  history  of  familial  and  community 
discord,  coupled  with  his  social  alienation,  appear  as  barriers 
toward  attempts  to  satisfy  these  needs  from  external  sources. 
Although  asocial  in  orientation,  he  is  not  likely  to  be  psychotically 
ill.  He  admits  to  some  cognitive  thought  difficulties,  but  he  is  able 
to  associate  these  thought  processes  as  part  of  the  "drug  trip 
phenomenology"  and  they  do  not  seem  to  cloud  his  sense  of  reality 
when  not  under  the  influence  of  drugs.  Contrary  to  popular  belief, 
the  drug  abuser  does  not  seem  to  have  a  problem  with  sexual 
identification,  nor  does  he  frequently  become  involved  in  crimes 
of  sexual  assault  or  other  assaultive  type  crimes.  On  the  other  hand, 
he  rejects  those  masculine  occupations  and  avocations  which 
involve  considerable  physical  and  outdoor  activity.  He  appears  to 
prefer  work  that  is  unstructured  and  individualistic,  in  which  he 
can  express  himself  without  having  to  maintain  a  close  association 
with  others. 

The  "burning  out"  phenomena  often  reported  in  psychological 
and  psychiatric  literature  as  occurring  among  older  individuals 
involved  in  behavioral  disorders  is  supported  by  a  study'  performed 
with  samples  drawn  by  age  from  the  North  Carolina  felon  popula- 
tion. The  older  inmates,  usually  over  the  age  of  40,  demonstrate  an 
improvement  in  role  playing  ability,  an  increase  in  capacity  to 
judge  their  own  behavior  from  the  standpoint  of  others,  and  a 
greater   awareness   of   the    consequences   of    antisocial    behavior. 
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These  older  inmates  also  display  a  decrease  in  psychomotor  excite- 
ment. They  present  more  anxiety  and  less  confidence  in  their 
ability  to  "beat  the  system"  than  do  the  younger  segments  of  the 
inmate  population.  Although  the  older  inmates  appear  more 
anxious,  they  also  appear  better  able  to  understand  stress  than 
the  younger  inmates. 

Research  employing  major  crime  classifications  (Robbery- 
Burglary,  Murder-Manslaughter,  Property  Theft,  Aggravated  Assault, 
Sexual  Assault,  etc.)  conducted  within  the  North  Carolina  and  Cali- 
fornia systems'^'-'  have  failed  to  produce  significant  personality 
differences  associated  with  crime  as  defined  by  the  criminal  act 
for  which  the  individual  was  committed.  One  reason  for  this  failure 
is  apparently  due  in  part  to  the  courts,  in  many  cases,  accepting 
a  plea  of  guilty  to  a  lesser  charge  due  to  the  lack  of  evidence  to 
substantiate  the  original  charge.  Often,  even  the  categories  of  crime 
against  persons  and  crimes  against  property  becomes  blurred  in 
the  process.  The  findings,  presented  in  the  two  studies  mentioned 
above,  point  up  the  need  for  a  system  of  crime  classification  based 
on  the  criminal  act  actually  committed  by  the  individual  rather 
than  on  the  title  of  the  criminal  statute  under  which  the  individual 
was  committed. 

Summary 

In  this  presentation  an  attempt  has  been  made  to  describe 
some  of  the  basic  characteristics  of  male  inmates  incarcerated 
within  the  North  Carolina  corrective  system. 

The  distribution  of  intelligence  as  measured  by  IQ  scores  was 
found  to  be  similar  to  the  normal  curve  with  an  average  IQ  score 
approximately  9  points  below  the  average  for  the  general  popu- 
lation. It  was  demonstrated  that  only  4.4%  of  the  inmate  population 
sample  presented  IQ  scores  falling  within  the  defective  category 
of  69  and  below. 

Distributions  of  educational  grades  completed  in  school  and 
educational  achievement  grade  scores  in  the  basic  areas  of  reading, 
spelling,  and  arithmetic  were  demonstrated  to  be  skewed  con- 
siderably on  the  low  side  with  the  educational  achievement  average 
score  falling  three  grade  levels  below  the  average  educational 
grade  completed. 

It  was  shown  that  occupationally  over  80%  of  the  inmates  fell 
below  the  skilled  trades  and  crafts  with  62%  being  classified  as 
unskilled — most  of  these  being  common  laborers.  It  was  also  noted 
that  occupational  instability  has  significantly  contributed  to  the 
low  job  status  found  among  male  inmates  and  has  hindered  the 
development  of  upward  occupational  mobility. 
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The  personality  characteristics  of  the  male  population  as  a 
whole  were  discussed  and  several  subgroupings  were  presented  as 
being  significantly  different  from  the  inmate  population  as  a  whole 
in  some  facets  of  personality.  In  summary,  it  was  demonstrated 
that  the  dominant  personality  characteristic  of  all  the  groups  was 
one  of  behavioral  disorder.  Psychotically  ill  inmates  were  not  found 
to  be  a  predominate  segment  of  the  inmate  population. 

Finally,  it  was  mentioned  that  when  employing  the  criminal 
statute  under  which  the  inmate  was  convicted  as  a  classification 
of  crime,  one  is  unable  to  discriminate  between  personality  types, 
these  findings  being  further  supported  by  research  performed 
within  the  California  correctional  system.  The  need  for  a  crime 
classification  system  based  on  the  actual  crime  committed  rather 
than  on  the  criminal  statute  under  which  the  individual  was  con- 
victed was  noted. 

In  conclusion,  it  is  hoped  that  the  information  presented  in 
this  report  will  prove  useful  in  understanding  some  of  the  basic 
characteristics  of  the  general  inmate  population  of  the  North 
Carolina  correction  system. 
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The  "role  of  mental  health"  in  a  context  of  "criminal  justice" 
is  a  subject  of  enormous  complexity  and  magnitude.  At  first  glance, 
a  focus  upon  "correctional  justice"  offers  a  tempting  limitation.  As 
a  concept,  correctional  justice  seems  to  be  attracting  increased 
public  and  particularly  legal  interest  today.  It  also  appears  germane 
enough  to  the  various  concerns  of  mental  health  to  be  included  in 
any  discussion  of  incarceration  and  mental  function.  The  obser- 
vation remains  inescapable,  however,  that  correctional  justice  is 
but  one  facet  of  the  much  broader,  almost  indivisible  concept  of 
"criminal  justice,"  whether  the  frame  of  reference  for  "criminal" 
is  the  individual  offender  or  one  of  several  socio-legal  paradigms. 
Inevitably,  therefore,  the  relationship  of  "mental  health"  to  the 
larger  issue  must  be  considered. 

Apart  from  the  emphasis  mental  health  places  on  causality  and 
continuity  of  experiences  it  is  no  longer  acceptable  to  view  the 
dilemmas  of  the  prison  and  its  inhabitants  entirely  apart  from  their 
raison  d'etre  and  ultimate  fortunes.  As  "stone  walls  do  not  a  prison 
make,"  neither  do  entries  into  and  exits  from  prison  encompass 
the  scope  of  "criminal,"  nor  should  institutional  portals  define  the 
purview  of  criminal  justice.  Fundamental,  then,  to  considerations 
of  criminal  justice  and  possible  roles  for  mental  health,  are  the 
aims  and  consequences  of  "law,"  unless  it  is  assumed  that  mental 
health  objectives  and  methodology  necessarily  must  operate  above 
or  outside  the  justice  of  the  law,  or  are  basically  incompatible  with 
all  of  its  goals.  Rejection  of  this  assumption  leaves  the  task  of 
characterizing  role  models  for  mental  health  in  a  criminal  justice 
framework,  provided  roles  can  be  implied  from  certain  features 
of  mental  health  and  of  criminal  justice,  individually  considered. 

Definitions 

Assertions  that  mental  health  has  a  role  in  criminal  justice  are 
somewhat  tenuous  in  the  absence  of  at  least  some  operational 
definition  of  terms.  For  instance,  what  is  justice?  Many  wise  men 
have  struggled  with  this  emotional  word.  An  interesting  contrast  in 
emphasis  on  the  relationship  of  laws  and  justice  is  suggested  in 
the  words  of  a  former  Archbishop  of  Canterbury  speaking  to  lawyers 
at  the  Inns  of  Court:  "I  cannot  say  that  I  know  much  about  the 
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law,  having  been  far  more  interested  in  justice,"  and  in  tiie  view 
which  states  "we  are  only  concerned  with  what  the  law  is,  not  with 
what  it  ought  to  be."'  Two  currently  popular  non-jurists,  John 
Lennon  and  Yoko  Ono,  offer  yet  another  concept  of  justice,  entirely 
apart  from  laws,  in  the  current  rock  ballad  "Attica  State,  Attica 
State:  Free  the  prisoners,  jail  the  judges!  Free  all  prisoners  every- 
where, all  they  want  is  truth  and  justice,  all  they  need  is  love  and 
care." 

Justice  in  general  seems  to  touch  upon  the  intellect,  the  spirit, 
what  the  community  believes  to  be  fair.  In  this  sense  it  involves 
the  administration  of  laws  and  the  notion  that  no  man  can  be  a 
judge  in  his  own  cause.  Criminal  justice  suggests,  then,  a  concept 
of  basic  fairness  in  balancing  the  interests  and  viewpoints  of  the 
offenders  and  the  offended,  a  fairness  expressed  in  criminal  codes 
and  criminal  procedures.  Criminal,  therefore,  must  have  reference 
not  only  to  the  convicted  individual,  but  to  his  relationship — past, 
present  and  future — with  his  culture.  Law,  to  the  extent  that  it 
embodies  these  notions,  may  be  used  synonymously  with  justice. 

What  is  mental  health?  Certainly  it  is  the  absence  of  disease 
and  symptoms,  and  therefore  involves  notions  of  diagnosis  and 
treatment  and  prevention  of  illness.  But  further,  the  presence  of 
good  mental  health  has  been  described  as  possessed  by  a  per- 
sonality unhampered  by  mental  conflicts,  capable  of  satisfactory 
work  experience,  and  able  to  love  someone  other  than  one's  self.- 
Suggested  are  qualities  of  flexibility,  adaptability  and  maturity.  One 
author  ventured  to  describe  this  maturity,  admittedly  in  idealistic 
fashion,  as  a  predominance  of  independence  and  responsibility, 
with  little  need  to  regress;  a  predominance  of  giving  and  produc- 
tivity, although  with  the  capacity  to  receive  normally;  a  lack  of 
egotism  and  competitiveness;  a  well  integrated  conscience  which 
furthers  development;  sexuality  free  and  integrated  with  mating 
and  responsible  reproductive  activity;  hostility  towards  self  and 
others  minimal  but  freely  available  for  defense  and  constructive 
use;  a  grasp  of  reality  unimpaired  by  persisting  childhood  reactions; 
and  freedom  from  childhood  patterns  of  reaction  and  hence  full 
discrimination  and  adaptability.-' 

Mental  health  may  be  regarded  therefore  as  expression  of 
various  levels  of  intrapsychic  and  interpersonal  functioning,  with 
mental  illness  reflecting  serious  interference  with  a  satisfactory 
level  of  functioning.  But  perhaps  more  important  even  than  this 
phenomenological  definition  is  one  which  includes  the  avowed  and 
professional  mental  health  advocates.  These  persons  formulate 
and  represent  for  most  intents  and  purposes  a  practical  definition 
of  justice.  In  considering  roles  for  "mental  health,"  therefore  the 
many  individuals  who  contribute  variously  and  in  their  words  and 


58        N.  C.  JOURNAL  OF  MENTAL  HEALTH 

deeds  spell  out  "mental  health"  must  not  be  underestimated. 
Psychiatrists,  while  conspicuous  among  these  mental  health  in- 
carnate, are  by  no  means  the  only  important  contributors  to  the 
definition. 

Implications  of  the  Law  for  Mental  Health 

Examination  of  the  role  of  mental  health  in  a  criminal  justice 
context  should  focus  on  implications  of  the  law,  including  penology, 
for  mental  health,  as  well  as  the  implications  of  mental  health  for 
the  law.  In  other  words,  what  are  the  needs  and  requirements  of 
criminal  justice  on  the  one  hand,  and  what  does  mental  health 
purport  and  advance  on  the  other?  First,  what  are  the  purposes  of 
laws,  and  how  is  criminal  justice  expressed?  Are  laws  primarily 
concerned  with  the  prevention  of  crime  (deterrence),  the  punish- 
ment of  crime,  the  protection  of  the  public,  or  the  restoration, 
correction  and  rehabilitation  of  the  offender  and  the  offense?  Do 
they  seek  to  accomplish  all  of  these  simultaneously,  varying  pro- 
portions of  these  at  different  times,  none  of  these,  or  altogether 
different  results?  Most  im.portantly,  what  final  manifestations  of 
criminal  justice  are  sought  in  the  case  of  a  particular  offender? 

The  answers  are  not  easy  ones.  Only  infrequently  is  the  issue 
directly  addressed  and  rarely  do  we  find  such  succinct  statements 
as  that  formulated  by  the  U.  S.  Supreme  Court  in  Williams  v.  New 
York:  "Retribution  is  no  longer  the  dominant  objective  of  the 
criminal  law.  Reformation  and  rehabilitation  of  offenders  have 
become  the  important  goals  of  criminal  jurisprudence."^  Is  this 
one  man's  opinion  a  decision  applicable  to  one  case  or  is  this  the 
enunciation  of  a  new,  ideal  standard  for  the  disposition  of  all 
criminals?  Can  it  be  enforced?  Would  it  command  the  abolition 
of  the  death  sentence,  or  release  of  a  rehabilitated  mass  murderer 
after  a  short  but  effective  sentence?  In  practice,  liberal  inferences 
regarding  the  form  of  justice  intended  for  a  given  individual  are 
often  drawn  from  the  nature  of  a  sentence,  the  features  of  a  crime, 
the  attitude  of  the  offender,  or  even  a  medical  diagnosis.  Not  only 
may  apparently  incompatible  inferences  be  formulated,  but  post 
hoc  reasoning  is  invited. 

While  rationalization  that  the  law  is  multipurpose  offers  a 
tantalizing  escape  from  this  uncomfortable  dilemma,  the  absence 
of  clear  guidelines  invites  a  legacy  of  problems  as  justice  is  tolled. 
Consider,  for  example,  that  a  multitude  of  persons  with  very  differ- 
ent orientations,  backgrounds  and  even  values  may  ultimately 
assess  the  disposition  of  a  given  offender:  the  prosecutor,  the  judge, 
the  defense  counsel,  the  prison  warden,  a  prison  guard,  a  prison 
psychiatrist,  and — let  us  not  forget — the  criminal  himself  and  his 
fellow  inmates.  Each  might  view  the  incarceration  imposed  entirely 


J.  GALLEMORE,  JR.        59 

for  the  purpose  of  punishment,  entirely  for  the  protection  of  the 
public,  or  entirely  for  rehabilitation.  Could  justice  under  these 
circumstances  be  any  more  discretionary?  Can  anyone  claim  that 
such  potential  variation  in  perception  and  interpretation  will  have 
little  importance  in  the  final  product  achieved? 

The  death  sentence  is  presently  under  intensive  review  in  our 
country.  If  it  is  subjected  in  analysis  to  the  categories  above,  it 
should  be  evident  that  one  view  of  justice  can  be  no  better  mani- 
fested than  through  the  imposition  of  execution.  This,  of  course, 
involves  absolute  orotection  of  the  public,  since  execution  removes 
any  likelihood  whatsoever  that  a  particular  criminal  will  ever  again 
endanger  the  life  of  another,  or  even  commit  a  crime  of  any  nature. 
It  is  a  sure  cure  for  recidivism.  On  the  other  hand,  however,  there 
is  a  real  question  whether  the  execution  of  one  man  will  deter  yet 
another  from  his  appointed  rounds  of  crime.  And,  of  course,  execu- 
tion is  completely  incompatible  with  any  notion  of  rehabilitation, 
and  even  that  of  punishment,  since  the  individual  will  not  live  to 
appreciate  his  harsh  treatment  and  to  express  the  desired  repen- 
tance. 

Suggestion  of  the  proper  expression  of  criminal  justice  is  not 
attempted.  Rather,  the  various  notions  of  criminal  justice  have  been 
discussed  to  emphasize  the  possible  implications  for  mental  health, 
or  for  that  matter,  any  other  agency  that  anticipates  a  role  relation- 
ship. Consider,  for  instance,  the  plight  of  the  correctional  insti- 
tution, a  single  unit  at  the  crossroads  of  a  criminal  justice  system. 
If  a  man  is  sent  to  prison  for  the  sole  purpose  of  protecting  the 
public  (isolating  the  individual),  does  it  particularly  matter  whether 
the  institution  provides  the  bare  necessities  or  all  luxuries?  Most 
important  are  custodial  services  and  locksmiths.  It  matters  little 
whether  the  inmate  lives  or  dies,  or  whether  there  is  active  treat- 
nnent.  But  suppose  he  is  incarcerated  for  the  sole  purpose  of 
punishment?  Then  he  should  be  kept  alive,  but  confronted  with 
"stern  disciplinarians.  Luxury  and  general  enlightenment  would 
defeat  the  ends  sought.  Mental  health  would  have  a  questionable 
function.  Suppose,  however,  the  inmate  is  incarcerated  for  the  sole 
purpose  of  providing  sufficient  control  to  initiate  and  facilitate 
treatment  and  rehabilitation.  Then,  of  course,  the  institutional 
environment  should  be  altered  according  to  the  needs  of  the  indi- 
vidual and  therapeutic  programs  instigated,  with  minimal  emphasis 
on  security.  In  this  instance,  perhaps,  it  is  not  the  prison  but  the 
hospital  or  the  classroom,  and  not  the  sentence  but  the  recovery 
that  should  be  ordered  by  the  court. 

If  mental  health  is  to  respond  in  a  meaningful,  legitimate  and 
accountable  fashion  to  certain  objectives  of  criminal  justice,  it 
seems  incumbent  upon  law  to  more  openly  and  specifically  indicate 
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what  it  seeks,  generally  or  case  by  case.  Anticipating  what  mental 
health  may  have  to  offer,  we  might  surmise  that  to  the  extent  that 
treatment  of  illness  best  serves  the  aims  of  justice,  medicine  and 
mental  health  may  be  an  indispensable  ally  to  law.  To  the  extent 
that  "re-educative  correction"  is  sought,  m.ental  health  may  con- 
tribute greatly  though  perhaps  not  predominantly.  In  the  service 
of  punishment  and  protection  of  the  public,  clear-cut  roles  for 
mental  health  are  not  readily  apparent  and  would  appear  to  be 
secondary,  if  not  incompatible,  in  any  event.  It  is  likely  that  per- 
sistent ambiguity,  ambivalence  and  inconsistency  in  the  substan- 
tive law  and  its  procedural  effects  will  not  only  invite  the  flowering 
of  any  ambiguity,  ambivalence,  inconsistency,  inefficiency  and  even 
opposition  still  latent  in  mental  health,  but  will  likely  retard  the 
development  of  a  more  productive  alliance  between  mental  health 
and  criminal  justice. 

Implications  of  Mental  Health  for  the  Law 

Reversing  the  emphasis,  the  implications  of  mental  health  for 
criminal  justice  should  next  be  considered.  In  other  words,  what 
should  law  see  from  its  own  perspective  when  it  views  mental 
health,  what  might  it  see,  and  looking  to  the  past,  what  has  it  seen 
in  practice?  Not  to  be  overlooked  in  regard  to  the  latter,  of  course, 
is  how  the  results  have  been  assessed. 

The  lack  of  a  uniform  expression  of  mental  health  has  previ- 
ously been  noted.  If,  however,  mental  health  can  find  no  basic 
elements,  no  common  minimal  modus  operandi,  does  it  constitute 
more  than  a  random  conglomerate  of  self-serving  personalities?  If 
mental  health  is  to  reasonably  participate  in  any  affairs  outside  of 
its  traditional  domain,  whether  education,  community  affairs  or 
criminal  justice,  does  it  assume  any  basic  character  or  responsi- 
bilities in  so  doing?  Cautiously,  but  not  naively,  at  least  the  follow- 
ing is  suggested.  Failure  to  be  honest,  apart  from  admitted  lack 
of  knowledge;  indiscreet  communications;  failure  to  consider 
tested  principles  and  findings  of  scientific  investigation  in  the 
recognition  and  treatment  of  illness;  and  failure  to  promote  human 
dignity  would  seem  to  violate  the  integrity  and  erode  the  tenets  of 
mental  health  per  se.  These  fundamental  interests  furthermore 
would  appear  to  be  quite  compatible  with  some  expressions  of 
criminal  justice.  Beyond  this,  mental  health  might  comfortably 
aspire  to  imaginative  thinking,  a  call  to  conscience,  and  serious 
commitment  to  scientific  study.  The  receptivity  of  law  to  these 
additional  objectives,  however,  should  perhaps  not  be  taken  for 
granted. 

From  the  point  of  view  of  the  special  concerns  of  criminal 
justice,  how  has  mental   health  performed  to  date?  There   is  no 
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doubt  that   mental   health   has   had   a    major   impact  on   criminal 

justice  in  this  country,  especially  in  recent  years.  Volumes  could 

I   be  devoted  to  a  review  of  numerous  specific  activities.  Therefore, 

!  the  several  general  categories  of  research,  education,  service  and 

;  administration  will  be  touched  only  briefly. 

;  Many  theories,  some  speculative  and  others  based  upon  sound 

\  behavioral  and  medical  research,  have  been  advanced  by  mental 
I  health  proponents  purporting  to  explain  various  elements  of  crim- 
!  inality.  The  issues  of  sickness  and  criminality  in  particular  have 
been  addressed,  but  by  no  means  conclusively.  Where  applicable, 
advancing  knowledge  in  mental  health  has  in  many  cases  opened 
up  important  new  leads  in  understanding  criminal  behavior,  in 
treating  the  ill,  and  in  making  more  appropriate  dispositions. 
Innovative  services,  such  as  pre-sentence  evaluations,  have  gen- 
erated a  steadily  increasing  popularity."' 

In  another  view,  mental  health  seems  to  have  played  a  major 
role  in  the  "humanization"  of  criminals.  Tolerance  of  and  efforts 
to  understand  criminal  conduct  may  reflect  a  widespread  recog- 
nition of  antisocial  impulses  in  the  non-criminal  population,  a  con- 
firmation of  Goethe's  observation:  "There  is  no  crime  of  which  I 
do  not  deem  myself  capable.'"'  In  addition,  an  emphasis  upon  the 
recuperative  potential  inherent  in  each  person,  in  contrast  to  pre- 
occupation with  shortcomings,  may  have  fertilized  the  soil  from 
which  the  rehabilitative  expressions  of  justice  have  flourished  in 
the  form  of  many  new  programs. 

Behavioral  research  in  the  criminal  process  is  often  tedious, 
time-consuming,  inefficient  and  fraught  with  unusual  obstacles. 
Yet  it,  too,   is  advancing  and  to  the  extent  it  provides  a   rational 

(basis  for  decisions,  has  inherent  appeal  for  law. 
Generally,  mental  health  influence  has  expanded  steadily,  if 
'not  judiciously,  in  the  realm  of  criminal  justice.  But  there  is  another 
side  of  the  record  which  is  decidedly  less  attractive,  and  heavy 
criticism  of  mental  health  contributions  to  criminal  justice  have 
been  launched  from  within  and  from  without  mental  health.  Szasz 
has  concluded  that  the  "current  popular  belief  that  psychiatry  has 
'much  to  contribute  to  jurisprudence  may  be  ill-founded  and  mis- 
\  leading."'  A  legal  writer  has  commented:  "If  the  criminal  were  in 
any  position  to  elect  between  the  psychiatrist  and  the  jurist  as  the 
future  guardian  of  his  liberties,   he  may  well   be  advised   ...  to 

-  -e-elect  the  jurist."^  And   one  critic   has   described   a   psychiatric 
■  :ampaign  to  extend  its  scope  and  power  in  the  administration  of 

-  iustice,  spearheaded  by  propagandist  literature.-' 

While  evidence  may  not  solidly  support  such  sweeping  indict- 
;  Tients,  there  is  regrettably  much  truth  in  them.  Although  mental 
::  lealth  may  point  to  ambiguity  and  inconsistency  in  justice,  noted 
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earlier,  it  must  assume  a  due  share  of  responsibility  for  these 
charges.  Cries  of  seduction  by  law  are  inadequate  defenses.  An 
elitism  in  mental  health  has  hampered  communication  and  fos- 
tered distortions.  Untenable  theories  have  continued  to  advance  at 
times  through  willful  or  ignorant  discarding  of  clearly  contradictory 
findings.  Prominent  persons  have  proclaimed  that  because  some 
guilty  go  free,  all  should  go  free,  preempting  law.  Others  have 
called  for  immediate  destruction  of  prisons,  with  no  proposed 
alternatives.  Perhaps  most  conspicuous  is  an  all-too-familiar  lack 
of  self-restraint.  Finally,  there  is  the  news  of  experiments  from 
Vacaville,  California  which  must  be  reconciled  with  Menninger's 
recent  observation:  "Once  upon  a  time,  we  must  admit,  we  doctors 
with  the  best  intentions  did  treat  some  patients  with  torture.  That, 
thank  God,  was  long  ago."^" 

It  should  be  remembered  that  even  the  most  legitimate  enter- 
prises of  mental  health  within  the  criminal  justice  framework  have 
posed  stern  challenges  for  it.  For  example,  consider  the  response 
to  the  increasingly  familiar  confrontation  of  a  young  drug  offender 
and  the  mental  health  worker  in  the  court  or  prison.  In  this  case, 
perhaps,  the  law  is  quite  clear  in  its  call  for  "treatment."  The 
youngster  announces  his  presence  for  the  purpose  of  getting  treat- 
ment and  the  court  may  specify  he  receive  treatment.  A  glance  at 
the  history,  however,  may  reveal  a  long  list  of  mental  health  inter- 
ventions, perhaps  hospitalization  in  some  of  the  finest  psychiatric 
facilities,  apparently  without  success.  The  youngster  may  state  that 
he  doesn't  see  anything  wrong  with  his  behavior  and  points  out 
"everyone  else  is  doing  it."  He  demands  treatment  to  be  eligible 
for  release,  yet  asserts  that  there  is  no  sickness. 

Or  envision  another  case  in  which  the  treatment  approach  for  i 
a  rather  passive  individual,  incarcerated  for  a  victimless  crime, 
attempts  to  insure  a  more  favorable  adjustment  upon  release.  Yet 
the  treatment  may  provoke  a  less  satisfactory  adjustment  to  his 
confinement.  Does  the  therapist  promote  adjustment  to  prison  or 
adjustment  upon  release,  if  the  two  are  not  readily  compatible?  A 
recent  study  of  the  adjustment  patterns  of  inmates  housed  on  Death 
Row  for  long  periods  demonstrated,  perhaps  surprisingly,  that  the 
majority  adjusted  quite  well  to  this  severe  stress  but  did  so  in  a  | 
socially  undesirable  direction." 

Finally,  suppose  a  psychiatrist  is  asked  to  render  a  pre-trial 
examination  for  competency.  The  crime  charged  is  minor,  likely  to 
result  in  a  light  sentence,  yet  the  mental  retardation  is  severe.  A 
finding  of  mental  incompetency  may  lead  to  lifelong  incarceration 
in  a  mental  hospital.  On  the  other  hand,  finding  of  competency 
runs  the  risk  of  making  a  mockery  of  further  legal  procedures. 
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In  summary,  the  shared  commitment  to  fairness,  flexibility  and 
moderation  suggest  a  natural,  intimate  relationship  between  mental 
health  and  criminal  justice.  The  points  of  view  of  each  have  been 
separately  considered  only  for  the  purpose  of  highlighting  problems 
in  both  areas  and  of  examining  issues  of  legitimacy  and  propriety 
in  the  relationship.  Perhaps  a  similar  review  prompted  the  senti- 
ment of  Sir  James  Stephens:  "I  think  that  in  dealing  with  matters 
so  obscure  and  difficult,  the  two  great  professions  of  law  and  medi- 
cine might  rather  to  feel  for  each  other's  difficulties  than  to  speak 
harshly  of  each  other's  shortcomings. "'-' 

Despite  the  embrace  of  much  in  common,  both  do  face  many 
internal  problems,  and  turbulence  at  the  interface  of  mental  health 
and  criminal  justice  should  not  be  surprising  or  even  alarming. 
The  past  suggests  considerable  potential  for  responsible  role  de- 
velopment, and  quite  realistically  it  appears  mental  health  can 
support  and  complement  the  efforts  of  criminal  justice  without 
sacrificing  integrity  or  foregoing  basic  tenets.  To  do  so  effectively, 
however,  any  role  must  take  complete  cognizance  of  the  law,  have 
limited  scope  but  without  arbitrary  or  rigid  definition,  and  must 
maintain  certain  harmony  with  mental  health  activities  elsewhere. 
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BEHAVIORAL  SYMBOLS  OF  DISSENT 
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Dissent  is  not  a  recent  phenomenon.  Six  tliousand  years  ago, 
an  Egyptian  priest  carved  on  a  stone,  "Our  earth  is  degenerated 
.  .  .  children  no  longer  obey  their  parents.""'  Each  generation  dis- 
obeys to  some  extent  and  in  different  amounts  for  different  reasons. 
Johnson''  points  out  that  in  discussing  the  more  formal  or  advanced 
form  of  dissent,  that  is,  juvenile  delinquency,  there  are  two  com- 
mon pitfalls:  (1)  Either  the  discussant  sees  causes  as  too  complex 
and  manifold  to  unravel  and  feels  hopelessly  discouraged,  or  (2) 
The  discussant  creates  meaningless  over-simplification.  She  pro- 
poses that  the  disobeyer,  delinquent,  or  dissenter  falls  into  two 
categories.  He  is  either  the  unconscious,  driven,  delinquent  from 
the  so-called  "good  or  normal"  family,  or  he  is  the  product  of  the 
gang  or  sociologic  group  operating  at  any  economic  level. 

Some  years  ago,  the  investigators  telescoped  all  delinquents 
into  one  category.  Johnson  mentions  that  August  Aichhorn,  a  friend 
and  associate  of  Freud,  published  the  first  real  milestone  on  the 
road  to  understanding  the  problem  of  delinquency.  His  work  tended 
to  describe  the  delinquent  in  this  single  category.  Even  today  many 
people  react  to  dissent  as  if  it  represented  a  single  category.  The 
rebellious  adolescent,  the  hippie,  the  aggressive  group  activist,  or 
any  dissenter,  individual  or  group  member,  is  viewed  as  being 
dynamically  similar  because  common  or  similar  behaviors  appear 
representative  of  the  several  categories. 

The  behavioral  symbols  of  dissent  cross  several  levels  of  ad- 
justment but  similar  behaviors  may  not  have  the  same  significance 
for  each  group.  Hair,  length  and  style;  music,  especially  rhythmical 
patterns  and  instruments;  language;  clothes;  and  other  techniques 
of  ornamenting  the  self  are  typical  modes  of  communicating  dis- 
sent behaviorally. 

These  signals,  however,  range  in  significance  as  to  what  is 
being  communicated  from  constructive  to  violently  hostile  and 
destructive  messages.  A  specific  behavior  such  as  hair  style  or 
beard,  for  example,  may  have  for  one  person  who  is  engaged  in 
the  normal  emancipatory  striving  one  significance  while  this  exact 
behavior  for  another  person  engaged  in  a  rather  formal  war  on  the 
parent  culture  may  have  an  entirely  different  significance  or  mean- 
ing. One  could  speculate  that  five  or  six  hundred  years  ago  a  young 
English  lad  with  an  unresolved  Oedipal  complex,  working  out  his 

I 
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masculine  strivings  and  competing  with  the  father  symbolically 
regarding  penis  size,  constructed  a  bow  at  least  two  feet  longer 
than  his  father's.  It  could  be  imagined  that  he  as  well  as  the  other 
group  members  were  surprised  at  the  improved  performance.  He, 
no  doubt,  was  delighted  with  his  victory.  One  could  speculate  that 
it  was  very  possible  that  the  development  of  the  "long  bow" 
evolved  in  this  fashion  as  a  serendipity  and  may  have  been  the 
product  of  the  behavioral  expression  of  disenchantment,  competi- 
tiveness, and  possibly  an  element  of  hostility.  It  is  doubtful  that 
the  bow  manufacturers  of  the  day  had  a  fully  developed  research 
department  that  perfected  this  instrument.  The  bow  building  be- 
havior in  this  case,  which  was  used  to  express  the  feelings  de- 
scribed, was  not  only  non-threatening  or  not  dangerous  to  the  social 
group  but,  in  fact,  a  useful  product  for  the  group  was  incidentally 
produced. 

Each  generation  of  adolescents  is  faced  with  the  fact  that  they 
are  inadequate  adults.  The  adults  tell  them  at  length  and  in  a 
variety  of  ways,  behaviorally  and  verbally,  and  even  in  the  organized 
social  institutional  communications,  that  they  are,  in  fact,  inade- 
quate, not  fully  developed,  incompletely  educated,  and  are  not 
fully  accepted  as  adults.  The  adolescent,  at  the  same  time,  is 
admonished  to  be  mature  and  to  act  adult. 

Available  Behavioral  Patterns 

There  is  an  interesting  variety  of  behavioral  patterns  available 
to  the  adolescent  to  act  out  the  resolution  of  this  conflict.  Using 
those  behavioral  patterns  available  on  one  end  of  a  continuum,  a 
particular  adolescent  may  work  harder  at  being  more  technologic- 
ally proficient  in   performing  his  puberty  rights;   that  is,   he   may 
work  harder  at  being  a  better  if  not  more  superior  member  of  the 
n  social   group.   Though   technologically   more    proficient,   advanced, 
skilled,  and  different  from  the  parent,  he  is  still  identified  with  the 
I   parent  social  group.   If  this   is  the  case,   his  dissent   is   not  only 
tolerated  but  encouraged  and   rewarded.  The   behavioral   patterns 
available  at  the  other  end   of  the  continuum,   however,   actually 
separate  the  adolescent  from  the  social  group,  cause  him  to  with- 
,    draw,  or  be  rejected  by  the  group.  Again,  it  should  be  noted  that  a 
.    specific  behavior  may  appear  at  any  point  along  this  continuum, 
•    but  it  will  have  different  significance.  That  is,  a  specific  behavior 
:   which  may  be  seen  as  dissenting  or  at  least  uncooperative  behavior 
,,   by  the  adult  group  members,   may   in   one   case   be   used   by  the 
;    individual  adolescent  to  make  him  a   more  proficient  member  of 
';  the  social  group,  while  in  another  adolescent,  this  same  behavior 
may  be  used  to  separate  him  from  the  group.  In  either  case,  the 
adolescent  is  not  the  initiator  of  the  behavior  but  is  responding  to 
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the  expectancies,  both  consciously  and   unconsciously  communi- 
cated to  him,  by  the  adult  group. 

It  seems  that  each  generation,  in  negotiating  its  transition 
from  adolescence  to  full  adulthood,  follows  rather  explicitly  the 
behavioral  expectancies  of  the  significant  adult  figures.  Even  in 
intense  dissent  or  active  rebellion,  the  adolescent  appears  to  be 
carrying  out  exactly  what  he  thinks  is  expected  of  him. 

If  one  accepts  the  premise  that  some  dissent  is  healthy  and 
tends  to  facilitate  emancipation,  but  other  dissent  is  socially  de- 
structive and  pathological,  it  follows  that  a  method  of  differentiat- 
ing between  the  two  is  required.  It  is  very  difficult  to  examine  a 
single  behavior  in  terms  of  normalcy  or  pathology.  M.  Woolf"  points 
out  that  there  is  a  remarkable  lack  so  far  of  research  concerning 
children  other  than  those  where  facts  are  well  known  and  related 
to  the  cause  of  neurotic  distortions.  It  is,  however,  according  to 
Johnson,  impossible  to  understand  the  dynamic  concepts  behind 
the  behavior  of  dissenting  or  delinquent  individuals  unless  one  has 
clearly  in  mind  the  development  of  the  normal  superego.  She 
points  out  that  one  must  understand  the  reaction  of  the  well  inte- 
grated parent  and  the  subtle  conscious  and  unconscious  ways  in 
which  his  behavior  directs  the  development  of  the  child's  superego. 
Identification  with  the  parent  consists  of  more  than  incorporation 
of  the  manifested  behavior  of  the  parent.  She  says: 

".  .  .  it  necessarily  involves  inclusion  of  the  subtleties  of 
the  parent's  conscious  and  unconscious  image  of  the 
child.  The  healthy  parent  fantasies  the  child  as  capable 
of  becoming  law  abiding.  The  well  integrated,  mature 
mother  does  not  immediately  check  on  a  child  following 
an  order  or  request;  she  unconsciously  assumes  that  the 
order  will  be  carried  out.  The  neurotic  mother  who  im- 
mediately checks  or  warns  that  if  the  job  is  not  done,  dire 
consequences  will  follow,  merely  conveys  to  the  child  that 
an  unstated  alternative  exists  in  the  mother's  mind. 
.  .  .  The  child  internalizes,  then,  not  only  the  positive, 
socially  consistent  attitudes  of  the  parent,  but  also  the 
frequently  un-expressed,  ambivalent,  antisocial  feelings." 

Normal  Dissent  Acceptable 

Normal,  socially  acceptable,  competitive  dissent  is  easy  for 
the  parent  or  parent-social  group  to  tolerate  and  even  encourage. 
The  overwhelming  communication  which  undergirds  the  dissent  is 
that  the  effort  will  make  a  better  if  not  superior  member  of  the 
family  or  social  group.  The  parent  can  say,  "He  is  a  better  man 
than  I."  He  is  bigger,  stronger,  more  intelligent,  more  honest  or 
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has  more  of  what  the  value  system  dictates.  The  parent  can  share 
vicariously  in  the  accomplishments  of  the  dissenter  as  he  credits 
himself  for  creating  the  superior  member.  Johnson  and  Szurek' 
formulated  the  thesis  that  antisocial  acting  out  in  a  child  is  un- 
consciously fostered  and  sanctioned  by  the  parents.  Johnson,  in 
reporting  on  their  work,  points  out  that  the  parents  receive  vicari- 
ous gratification  of  their  own  poorly  integrated,  forbidden  impulses 
through  a  child's  acting  out.  In  turn,  the  child's  behavior  stimulates 
the  parents  to  added  need  for  this  gratification.  One  or  both  parents 
in  addition  unconsciously  experience  gratification  for  their  own 
hostile  and  destructive  wishes  toward  the  child,  who  is  repeatedly 
destroyed  by  his  behavior.  Johnson  says,  "It  is  possible,  in  every 
case  adequately  studied,  to  trace  the  specific  conscious  defect  in 
the  child  to  a  mirror  image  of  similar  type  and  emotional  charge 
in  the  parent." 

If  the  theory  is  sound  that  parents  unconsciously  initiate  and 
encourage  antisocial  behavior  and  probably  extend  in  some  cases 
normal  expressions  of  dissent  to  pathological  proportions  in  order 
to  experience  gratification  themselves,  one  must  examine  two 
questions:  (1)  How  the  communication  is  achieved,  and  (2)  Why 
one  child  is  chosen  from  the  group  while  others  are  left  to  con- 
form. Johnson  delineated  the  above  questions  and  described  many 
lucid  examples  of  how  the  communication  takes  place.  The  ques- 
tion, "How  do  you  like  your  teacher?"  allows,  or  in  some  cases 
even  encourages,  the  child  to  dislike  his  teacher.  The  question, 
"If  you  do  not  like  it  here  find  some  other  place  to  live,"  may 
communicate  to  the  child  that  it  is  permissible  not  only  to  be 
truant  now,  but  later  to  assume  no  lasting  family  responsibilities. 
To  be  strongly  anti-alcohol  may  communicate  that  an  individual 
can  afford  to  dislike  you  along  this  continuum  without  threatening 
the  relationship.  Consequently,  what  is  communicated  is  that  it  is 
permissible  to  drink  so  that  you  can  control  how  you  are  rejected 
in  a  non-threatening  area.  Researchers  in  this  area  have  described 
entranced  parental  facial  expressions  apparent  to  the  child  describ- 
ing a  stealing  episode,  a  sexual  misdemeanor,  or  a  hostile  attitude 
toward  a  teacher  or  minority  group  as  communicating  to  the  child 
that  the  parent  is  achieving  some  pleasurable  gratification.  No 
amount  of  subsequent  punishment,  according  to  Johnson,  will  act 
as  a  deterrent  against  the  recurrences  of  the  acting  out.  A  rather 
enduring  principle  is  that  the  child  wishes  to  do  the  thing  which 
he  senses  gives  pleasure  to  the  parent,  even  though  he  may  be 
punished  for  his  act.  Regarding  the  second  question  framed  by 
Johnson,  Ruth  Eissler-  has  lucidly  written  of  the  scapegoat  child 
in  Searchlights  on  Delinquency.  An  adopted  child  can  be  used  as 
the  acting  out  scapegoat  and  the  etiology  of  his  behavior  can  be 
blamed  on  heredity.  Johnson  says,  "Sometimes  the  only  son  of  a 
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woman  who  is  disturbed  by  unsolved,  hostile,  dependent  problems 
with  her  own  father  and  permitted  by  her  own  mother  to  carry  on 
petty  stealing,  may  become  the  means  of  expressing  both  her  un- 
conscious anger  and  her  poorly  integrated  stealing  impulses 
through  her  fostering  such  socially  destructive  acts  in  her  child." 
Emch-'  describes  the  child  as  "acting  out  the  caricatured  reproduc- 
tion of  past  parental  behavior." 

Adolescence  to  Adulthood 

Regarding  the  prevention  of  the  process  described,  the  parent 
and  social  group  must  provide  acceptable  behavior  vehicles  for 
the  adolescent  who  is  making  the  transition  from  this  develop- 
mental stage  to  adulthood.  The  adolescent  must  not  be  told  to  be 
adult  and  never  afforded  a  behavioral  opportunity  to  act  adult. 
This  invites  the  extension  of  healthy  dissent  to  reach  pathological 
proportions  and  invites  the  antisocial  adjustment.  For  example, 
during  World  War  II,  which  was  an  acceptable  war,  the  adolescent 
was  invited  to  become  a  member  of  the  military  establishment  and 
was  reinforced  on  the  same  schedule  as  his  adult  counterparts.  He 
was  not  laughed  at  or  ridiculed  for  wearing  an  adult  suit.  He  was 
taught  the  same  adult  military  jargon  as  the  adult  members  of  the 
group,  and  for  many  adolescents,  this  honesty  of  role  participation 
allowed  for  a  smooth  transition  from  adolescence  to  adulthood. 

Regarding  the  reversal  of  the  process  of  the  antisocial  develop- 
ment. Hacker,  Frederick,  and  Geleerd,^  treating  aggressive  acting 
out  delinquency  in  a  residency  setting,  found  that  there  was  a  need 
for  definite  limit  setting  in  successful  treatment.  They  showed 
that,  lacking  more  internalized  controls,  the  children  became  vic- 
tims of  unbuffered  drives:  "His  demand  for  freedom  thus  becomes 
a  denial  of  vulnerability  which  he  feels  consciously  or  unconsci- 
ously." The  program  planners  at  Western  Correctional  Center,  which 
is  designed  at  this  point  to  serve  youthful  offenders,  have  included 
the  suggestion  of  Hacker,  Frederick,  and  Geleerd^  in  the  program 
plan.  Strong,  well-defined,  environmental  limits  have  been  de- 
signed, along  with  a  gradient  system  which  will  allow  for  movement 
of  the  patient  through  the  system  contingent  on  his  behavior.  The 
planners  also  are  concerned  about  the  behavioral  symbols  of  dis- 
sent and  teaching  the  antisocial  individual  to  be  acutely  aware  of 
what  he  is  saying  to  society  with  his  behavior.  As  mentioned  above, 
certain  behavior  signals  can  be  used  acceptably  for  the  normal 
dissenter,  but  these  same  behavior  signals  can  be  dramatically 
threatening  to  the  family  or  major  social  group  when  used  by  an 
individual  who  has  advanced  to  the  more  generalized  antisocial 
adjustment.  This  is  especially  true  of  the  individual  already  re- 
jected by  the  community.  It  is  evident  that  this  group  does  not 
have  the  same  access  to  the  variety  of  dissenting  behaviors  or 
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symbols  of  dissension.  IVlany  parents  reject  those  long-haired 
I  hippies  or  irresponsible  criminals,  but  tolerate  the  same  symbols 
i  in  their  own  child  in  order  to  be  permissive. 

A  survey  was  conducted  in  the  western  area  of  the  state  regard- 
ing appearance  and  employability,  especially  emphasizing  those 
signals  commonly  used  by  those  engaged  in  normal  dissent.  The 
I  question,  however,  which  was  the  major  concern  to  correctional 
i  program  planners,  was,  "How  far  can  the  antisocial  individual  go 
in  using  signals  or  symbols  of  dissent  which  can  be  accepted  or 
tolerated  by  the  group  of  normal  achieving,  adjusted  dissenters?" 

In  almost  all  cases  where  a  history  of  delinquency  is  involved, 
.appearance,  dress  standards,   language,  etc.,  are  significantly  in- 
jvolved  in  the  acceptability  of  an  individual;  that  is,  a  constructive 
■  achiever,  even  though  a  dissenting  member  of  a  social  group,  has 
a  greater   latitude   in   expressing  dissent  verbally   or   behaviorally 
without  eliciting  rejection  than  the  more  active  antisocial  member. 
Those  identified  as  non-achieving,  hostile,  antisocial,  or  destructive 
individuals  are  rejected  even  further  on  the   basis  of  those   be- 
haviors which  signal  dissent.   It  is  almost  as  though  society  was 
looking  for  further  evidence  to  reject  an  individual  who  is  not  fully 
identified  with  the  group. 

Consequently,  the  program  planners  at  Western  Correctional 
Center  will  attempt  to  teach  antisocial  individuals  to  be  acutely 
aware  of  their  behavioral  signals  which  are  likely  to  elicit  rejection 
by  the  community. 
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Sometimes  a  legislature  will  enact  a  new  criminal  statute 
much  as  a  woman  buys  a  hat.  There  is  determination  to  do  some- 
thing about  the  problem,  vague  misgivings  that  it  may  not  go  well 
with  what  has  gone  before  or  will  come  after,  awareness  that  it  is 
not  a  complete  solution,  and  mixed  motivation.  It  is  not  surprising 
that  motivations  should  be  mixed  because  society  has  never  agreed 
upon  the  purpose  of  criminal  sanctions.  The  possible  purposes 
have  been  classified  as  four  in  number: 

(1)  rehabilitation,   or  the   satisfactory  adjustment  of  the 
offender  to  law-abiding  society; 

(2)  prevention  of  the  commission  of  offenses  by  an  offender 
who  is  likely  to  repeat; 

(3)  deterrence  of  an  offender's  associates  and  others  by 
making  of  him  an  example;  and 

(4)  retribution. 

It  is  currently  popular  among  sophisticated  people  to  reject  the 
fourth  purpose  as  being  barbaric.  Has  civilization  advanced  beyond 
vengeance?  I  doubt  it. 

It  is  true  that  society  no  longer  believes  in  an  eye  for  an  eye 
and  a  tooth  for  a  tooth,  but  retribution  still  is  one  of  the  proper 
purposes  of  the  criminal  law.^  A  psychoanalyst  has  said: 

Whenever  somebody  has  broken  a  law  which  we  up- 
hold we  seem  to  feel  that  retribution  is  his  just  desert.  It 
is  as  though  his  offense  has  distributed  an  equilibrium 
which  can  be  restored  only  by  his  punishment  ....  we 
seem  to  feel  that  it  is  not  "right"  for  the  offender  to  "get 
away  with  it" — though  we  may  differ  widely  with  regard  to 
the  harshness  of  retribution  which  some  think  is  necessary 
or  the  leniency  which  others  are  confident  is  adequate. 

The  complete  elimination  of  the  concept  of  retribution 
from  the  legal  system  may  not  be  without  danger ....  The 
humanitarian  goal  with  which  I  am  in  full  sympathy  seems 
to  me  to  be  better  served  by  the  progressive  mitigation  of 
the  severity  of  retribution  rather  than  by  an  attempt  to 
eliminate  the  retribution  aspect  altogether.- 

Unless  there  is  some  substitute  for  personal  vengeance,  there] 
is  sometimes  a  real  danger,  injurious  to  society,  that  the  aggrieved 
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victim  or  his  family  and  friends  will  "take  the  law  into  their  own 
hands,"  e.g.,  lynching.  It  does  not  seem  to  me  barbaric  to  consider, 
to  some  extent,  the  feeling  that  the  offender  ought  not  to  "get 
away  with  it." 

The  prevention  rationale  cannot  be  followed  to  its  logical  con- 
clusion except  in  the  most  extreme  instances.  Unfortunately,  there 
is  no  good  yardstick  to  measure  human  beings.  I  believe  most 
psychiatrists  would  agree  that  we  cannot  yet  accurately  predict 
human  behavior.  But  whether  accurate  or  not,  most  people  would 
be  content  with  a  decision  that  Speck  (who  killed  eight  girls  with 
an  ice  pick)  cannot  be  released  because  of  the  prevention  postu- 
late. Parole  boards  must  agonize  over  the  likelihood  of  repetition — 
fully  aware  that  if  they  guess  wrong,  outrage  and  denunciation  will 
fall  upon  them.  That  we  can't  accurately  predict  does  not  mean, 
it  seems  to  me,  that  we  should  give  up  the  attempt.  That  mistakes 
will  inevitably  occur  does  not  mean,  I  think,  that  the  attempt  is  a 
failure.  If  we  should  parole  100  bank  robbers  and  95  do  not  repeat, 
I  should  think  the  experiment  a  success.  With  crimes  that  involve 
less  violence  and  danger  to  the  person,  I  would  be  satisfied  with 
a  much  lower  return  on  the  investment.  We  should  not  expect 
perfection  from  those  whose  responsibility  it  is  to  sentence  and 
release  prisoners.  Perfection  is  not  the  standard  applied  to  other 
endeavors.  It  is  nonsense  to  apply  it  here  because  even  dangerous 
criminals  usually  complete  their  terms  and  are  released  upon 
society  sooner  or  later. 

Deterrent  Effect  of  Punishment 

As  for  deterrence,  it  seems  to  me  quite  clear  that  it  is  the 
certainty  of  punishment  and  not  the  length  of  sentences  that  may 
effectively  deter  others  from  committing  a  similar  offense.  Notice 
I  say  may.  I  doubt  that  we  have  had  enough  information,  analysis 
and  research  to  be  quite  certain  about  the  deterrent  effect  of 
punishment  on  others.  It  is  said  that  in  England  pickpockets  would 
operate  through  the  crowds  of  people  who  were  watching  the 
hanging  of  a  pickpocket.  I  have  also  been  told  that  soldiers  in 
battle,  although  both  frightened  and  brave,  maintain  a  slight  edge 
of  conviction  that  the  bullets  will  strike  another.  A  similar  hope 
and  expectation  of  immunity  from  detection  must  influence  pick- 
pockets and  bank  robbers,  who,  despite  the  most  harsh  sentences, 
continue  to  make  the  effort.  If  people  believed  that  crime  would 
surely  be  detected,  effectively  prosecuted,  and  quickly  punished,  I 
believe  that  lenient  sentences  would  as  effectively  deter  as  extreme 
penalties.* 

(*lt  is  my  impression  that  research  and  analysis  of  criminal 
trends  does  not  support  the  theory  that  capital  punishment  is  an 
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effective  deterrent.  Instead,  it  seems  to  be  self-defeating.  In  1833, 
when  theft  of  40  shillings  was  punishable  by  death  in  England, 
Lord  Suffield  reported  to  the  House  of  Lords  that  verdicts  were 
commonly  being  returned  for  the  theft  of  39  shillings.  Not  many 
years  ago  North  Carolina  juries  got  into  the  habit  of  returning 
verdicts  of  second  degree  murder  for  the  same  reason:  to  nullify 
the  death  penalty  law.  At  one  time  in  England  there  were  nearly 
200  capital  offenses.  By  1840  14  survived,  and  by  1861  only  4. 
During  the  period  1930-57  there  were  a  total  of  3,568  capital  execu- 
tions in  the  United  States,  plus  157  executions  by  the  Army  and 
Air  Force.  And  yet  capital  offenses  continue  to  be  committed.) 

I  spent  a  total  of  five  years,  state  and  federal,  as  a  prosecutor,  | 
and  some  of  my  prosecutor  friends  say  it  did  not  rub  off  on  me. 
In  fact,  when  I  was  a  state  judge  one  of  the  district  solicitors 
introduced  me  to  a  law  enforcement  officers'  banquet  with  the 
rather  embarrassing  remark  that  when  Judge  Craven  came  to  town 
the  criminals  danced  in  the  streets.  I  have  also  been  accused, 
falsely,  of  buying  ice  cream  cones  for  defendants  that  were  con- 
victed in  my  court  and  sending  them  home.  I  have  never  bought! 
one  an  ice  cream  cone  in  my  life,  but  I  have  sent  quite  a  few  home. 
To  the  extent  that  I  have  had  a  reputation  for  leniency  on  the 
criminal  bench,  I  think  it  is  largely  undeserved.  I  can't  prove  it 
statistically,  but  I  am  inclined  to  think  that  I  administered  active; 
sentences  of  imprisonment  certainly  as  often,  and  perhaps  more 
often,  than  the  average  judge  of  the  Superior  Court  in  North  Caro- 
lina. I  have,  however,  always  tended  to  favor  a  relatively  short 
active  sentence  over  a  long  one.  As  a  rule  of  thumb,  any  sentence 
longer  than  six  months  I  put  in  the  "long"  category.  I  am  totally 
convinced  that  very  long  sentences  (those  over  five  years)  are 
almost  never  justifiable  except  for  the  fewer  than  five  percent  ofi| 
criminal  defendants  who  are  sociopathic  or  otherwise  dangerous 
to  the  community  and  must  be  confined  for  long  periods  for  the 
protection  of  society. 

Rehabilitation 

The  fourth  and  best  purpose  of  criminal  sanction  is  that  of 
rehabilitation.  Whatever  may  be  said  of  the  other  purposes,  there 
is  now  a  national  consensus  that  the  best  way  to  protect  society 
from  harmful  conduct  is  to  change  convicted  offenders  into  law- 
abiding  citizens.-^  Remorse  and  penitence  ordinarily  precede  re- 
habilitation. Confession  is  an  outward  sign  of  that  inner  condition. 
It  has  been  said  that  our  criminal  procedure  shows  that  we  regard 
confession  as  in  some  degree  a  substitute  for  punishment.^ 

Despite  the  national  consensus  in  favor  of  rehabilitation,  rela- 
tively little  has  been  done  about  it  I  believe  we  are  now  in  a  more 
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determined  mood  to  do  something  about  it  than  we  have  ever  been. 
Our  greater  willingness  is  undergirded  by  practical  common  sense 
and  is  supported  by  society's  self-interest.  No  matter  how  many 
millions  it  may  take  to  educate  and  train  our  prison  population 
for  employment,  it  will  doubtless  cost  far  less  than  recurrent  crime 
and  the  cost  of  keeping  people  penned  up  until  completion  of 
sentence.  But  even  yet,  leniency  from  the  bench  and  liberality 
from  the  parole  board  requires  more  moral  courage  than  does 
harshness.  Perhaps  because  we  are  a  young  country,  we  treat  per- 
sons convicted  of  crime,  especially  property  crimes  and  those 
involving  moral  concepts,  more  harshly  than  any  other  civilized 
nation. 

No  judge  is  wise  enough  to  determine  precisely  how  long  a 

man  ought  to  be  imprisoned.  Parole  boards  can  do  it  much  better 

than  judges — not  because  they  are  smarter,  but  because  they  have 

j    much  more  information  about  the  prisoner  and  of  a  more  reliable 

'.  sort — how  he  gets  along  with  other  prisoners,  his  attitude  toward 

it  guards,  willingness  to  work,  and  general   behavior.  All  sentences 

;;  ought  to  be,  in  effect,  indeterminate,  and  to  protect  against  dispar- 

e  ity  of  sentence — the  greatest  single  demoralizing  factor  in  prison. — 

it  sentences  longer  than  a  certain  maximum  ought  to  be  reviewable 

e  by  appellate  courts.  The  Senate  of  the  United  States  in  1967  passed 

^  legislation  permitting  the  federal  appellate  courts  to  review,  under 

^certain    conditions,   the    imposition    of   sentences    in    the    district 

^ courts.  The  bill  failed  in  the  House.  It  is  ironic  that  it  is  almost 

^always  the  sentence  below  that  is  the  real  grievance  on  appeal — 

'but  it  cannot  be  attacked  except  obliquely.  America  is  the  only 

j  civilized  country  in  the  world  that  permits  one  judge  to  finally  and 

j;  irrevocably  determine  punishment.  I  often  wished  when   I  was  a 

,j  trial  judge  that  my  sentences  might  be  reviewed,  and  it  is  difficult 

for  me  to  understand  how  any  trial  judge,   lacking  omniscience, 

could  feel  otherwise. 

When  trial  judges  impose  harsh  sentences  they  invite  bad 
ol  adjective  law  from  appellate  courts.  It  is  hard  for  an  appellate  court 
'tjudge  faced  with  an  unconscionable  sentence  in  the  court  below 
tf  to  wash  his  hands  like  Pontius  Pilate,  and  he  is  sorely  tempted, 

*  if  he  has  a  heart,  to  find  prejudicial  error  where  there  was  none 

*  until  he  discerned  it.  Hard  cases  make  bad  law,  and  harsh,  un- 
'"  conscionable  sentences  invite  innovations  in  criminal  procedure. 
'   If  appellate  courts  were  given  the  power  to  review  and  reduce  the 

sometimes  absurd  sentences  in  the  inferior  courts,  the  understand- 
l3  able  temptation  to  afford  the  victim  a  new  trial  by  further  and 
"'dubious  refinements  of  criminal  procedure  would  be  removed. 
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Four  Categories  of  Crimes 

I  suggest  that  historically  and  currently  all  substantive  crime 
may  be  divided  sensibly  into  four  categories:  real  crimes,  political 
crimes,  moral  crimes,  and  regulatory  crimes.  The  first  and  the  last 
deserve  the  state's  attention.  Most  police  attention  should  be  given, 
of  course,  to  preventing  and  detecting  crimes  of  violence  and 
actual  injury  to  persons.  Freedom  from  fear  is  among  the  first 
freedoms,  and  when  we  lose  it  a  little  bit  we  have  lost  a  lot.  Some- 
day we  must  again  be  able  to  walk  in  reasonable  safety  through 
Central  Park  and  the  inner  city  at  midnight  without  fear.  To  help 
restore  this  fundamental  liberty  is  the  first  police  job. 

Regulatory  criminal  sanctions  must  also  be  enforced,  if  only 
to  keep  society's  wheels  turning.  Most  traffic  offenses,  violations 
of  housing  and  fire  ordinances,  etc.,  involve  little  personal  injury 
or  harm  to  others,  but  in  the  aggregate  could  disrupt  a  community. 
Although  usually  not  "real"  crimes  because  the  mens  res  or  malum 
in  se  element  is  missing,  sanctions  must  nevertheless  be  imposed 
upon  violators  so  that  one  may  reasonably  expect  a  motor  vehicle 
to  stop  for  a  red  light. 

We  rarely  see  political  crimes  in  America,  but  we  have  had  I 
them,  and  doubtless  will  have  them  again  in  moments  of  national  I 
hysteria.  As  recently  as  1951  Dennis  went  to  jail  for  the  unforgivable  i 
offense  of  thinking  differently,  i.e.,  having  joined  the  Communist: 
Party.^  Sometimes,  more  subtly,  political  crimes  are  prosecuted  I 
under  the  guise  of  regulatory  crimes,  using  trespass,  breach  off 
peace  and  other  statutes  to  achieve  suppression.  The  Charlotte 
hippie  case  is  an  example.  Wheeler  v.  Goodman,  306  F.  Supp.  58 
(1969),  was  an  instance  of  repeated  police  harassment  under  color- 
of  an  unconstitutional  vagrancy  statute.  The  victims  were  about  aj 
dozen  minors  (called  hippies)  who  dressed  and  behaved  uncon 
ventionally  and  were  thought  to  be  generally  "undesirable"  butt 
whose  conduct,  according  to  the  record,  was  not  criminal.  The| 
three-judge  court  said  in  that  context: 

Freedom  to  conform  to  community  behavior  patterns 
is  not  liberty,  but  state  regimentation.  There  can  never  be 
total  freedom  of  action  for  the  individual,  since  behavior 
that  is  harmful  to  others  cannot  be  permitted.  But  toler- 
ation of  nonconformity  is  the  test  of  a  mature,  established 
government.  In  the  United  States  belief  and  noninjurious 
behavior  are  not  punishable.  A  man  is  free  to  be  a  hippie, 
a  Methodist,  a  Jew,  a  Black  Panther,  a  Kiwanian,  or  even 
a  Communist,  so  long  as  his  conduct  does  not  imperil 
others,  or  infringe  upon  their  rights.  In  short,  it  is  no  crime 
to  be  a  hippie. 
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Other  examples  are  Edwards  v.  South  Carolina,  372  U.S.  229  (1963); 
Cox  V.  Louisiana,  379  U.S.  536  (1965);  and  Brown  v.  Louisiana,  383 
U.S.  131  (1966).  Alabama  even  turned  to  the  contempt  process  to 
impede  and  harass  the  NAACP.*'  When  we  use  the  criminal  process 
to  punish  people  for  thinking  differently  than  we  do,  we  attack  the 
very  foundations  of  liberty. 

I  wish  the  state  would  get  out  of  the  business  of  policing 
morals,  it  seems  to  me  an  area  far  more  appropriate  for  the 
churches.  Unfortunately,  the  statute  books  are  simply  full  of  so- 
called  morals  offenses,  and  vice  squads  are  generally  perplexed 
as  to  their  duty.  Just  as  I  fear  the  witch  hunters  more  than  I  fear 
the  witches,  I  am  also  inclined  to  think  that  sometimes  the  vice 
squads  may  do  about  as  much  harm  as  the  vice.  I  doubt  that  peo- 
ple's morals  can  ever  be  controlled  by  sanctions  of  the  criminal 
law.  And  it  seems  to  me  that  conduct  between  consenting  adults 
entered  into  willingly  is  none  of  the  state's  business. 

When  a  legislative  body  gets  its  moral  values  mixed  up  with 
its  criminal  sanctions,  absurdity,  if  not  worse,  usually  results.  It  is 
hard  to  believe  that  as  late  as  1869  in  North  Carolina  a  single 
homosexual  act  between  consenting  adults  was  punishable  by 
death.  It  is  even  harder  to  believe  that  for  nearly  another  100  years 
a  single  homosexual  act  could  be  punished  by  imprisonment  for  a 
term  of  60  years.  Even  now  the  punishment  may  be  as  much  as  ten 
years.  In  Perkins  v.  State  of  North  Carolina,  234  F.  Supp.  333  (1964), 
I  had  occasion  to  examine  our  so-called  crime  against  nature 
statute,  which  was  then  in  essentially  the  same  form  as  that 
enacted  in  the  year  1533  during  the  reign  of  King  Henry  VIM.  It 
was  interesting  to  compare  the  legislative  passion  for  punishment 
for  this  "victimless"  crime  with  its  punishment  attitude  toward 
other  real  crimes: 

Is  there  any  public  purpose  served  by  a  possible  sixty 
year  maximum  or  even  five  year  minimum  imprisonment 
of  the  occasional  or  one-time  homosexual  without  treat- 
ment, and  if  so,  what  is  it?  Are  homosexuals  twice  as 
dangerous  to  society  as  second-degree  murderers — as 
indicated  by  the  maximum  punishment  for  each  offense?"'' 
Is  there  any  good  reason  why  a  person  convicted  of  a  single 
homosexual  act  with  another  adult  may  be  imprisoned  six 
times  as  long  as  an  abortionist,^  thirty  times  as  long  as 
one  who  takes  indecent  liberties  with  children,''  thirty  times 
as  long  as  the  drunk  driver^** — even  though  serious  personal 
injury  and  property  damage  results,  twice  as  long  as  an 
armed  bank  robber,"  three  times  as  long  as  a  train  rob- 
ber,^- six  times  as  long  as  one  who  feloniously  breaks  and 
enters  a  store, ^•'^  and  730  times  as  long  as  the  public 
drunk?!* 
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If  we  can  effectively  and  efficiently  punish  those  in  society 
who  stab,  shoot,  rob  and  kill,  and  can  enforce  necessary  regula- 
tions, I  think  the  criminal  law  will  have  done  all  it  can  say  grace 
over.  I  would  be  glad  if  the  police  and  prosecutors  were  free  to 
concentrate  on  real  crime  and  regulations  and  leave  politics  and 
morality  alone. 
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EDITORIAL 
TRANQUILIZERS:  CURSE  OR  BLESSING? 
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N.  C.  Department  of  Mental  Health 

The  major  tranquilizers  like  Thorazine  (chlorapromazine)  affect 
the  behavior  of  people  in  a  way  different  from  any  other  drugs. ^ 
Excited  and  overactive  persons  calm  down  without  becoming  sleepy; 
restlessness  and  aggressiveness  disappear  and  are  replaced  by 
quiescence.  Psychiatric  wards  in  hospitals  have  become  more 
peaceful  after  the  introduction  of  tranquilizers;  and  many  patients 
who  had  previously  faced  life-long  hospitalization  can  now  be  sent 
home. 

H  A  first  report  on  these  nearly  miraculous  effects  of  a  group  of 
drugs  appeared  less  than  20  years  ago,-  and  they  have  been  widely 
used  in  mental  hospitals  for  ambulatory  patients  for  15  years.  Their 
;acceptance  has  been  rapid.  Projections  from  data  supplied  by 
pharmacies  indicated  that  214,000,000  prescriptions,  including  re- 
fills, were  filled  in  1970  in  the  United  States  for  the  six  major  classes 
of  psychoactive  drugs,  and  a  study  based  on  information  from  the 
public,  physicians,  and  pharmacies  revealed  that  spending  on  pre- 
scriptions for  such  drugs  is  running  at  nearly  $1  billion  annually  in 
the  United  States;  tranquilizers  constitute  the  major  portion.  The 
large  state  mental  hospitals  are  extensive  users  of  major  tranqui- 
lizers, and  one  North  Carolina  state  hospital  alone  spends  more 
than  half  of  its  $200,000  annual  drug  bill  on  one  drug — Thorazine. 
A  single  patient  may  receive  2,800  mg  of  Thorazine  per  day  that  is 
100  times  the  dose  which  was  found  to  cause  measurable  tranquili- 
zation  in  a  healthy  person  in  an  experimental  situation.  And  this 
is  a  dose  carefully  adjusted  to  the  needs  of  the  patient.  If  we  look 
through  the  records  we  find  that  the  dose  had  been  lowered  several 
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times,  with  the  consequence  that  the  patient  became  unmanage- 
able, and  only  under  the  influence  of  the  apparently  huge  daily 
dose  could  such  an  elderly  patient  be  kept  calm  and  manageable. 

There  has  been  an  outcry  about  overuse  and  abuse  of  drugs 
in  the  United  States  and  the  world,  particularly  the  abuse  of  psycho- 
therapeutic agents,  as,  for  example,  at  the  5th  World  Congress  of 
Psychiatry  in  Mexico  City  last  year.  There  is  general  uneasiness 
about  the  large  role  chemicals  play  in  our  lives,  in  connection  with 
the  increasing  awareness  of  the  accumulation  of  foreign  chemicals 
in  the  fat  depots  of  our  bodies.  To  stop  abuse  of  drugs  and  pesti- 
cides has  become  a  high  national  priority.  It  appears,  therefore, 
high  time  that  we  ask  ourselves  whether  we  have  crossed  the  fine 
dividing  line  between  use  and  abuse  of  a  drug  in  the  case  of  the 
major  tranquilizers. 

It  is  the  opinion  of  the  author  that  to  classify  a  drug  as  used 
or  abused  is  a  question  of  definition.  One  man's  idea  of  abuse  may 
be  another's  of  good  use.  If  one  clarifies  in  one's  own  mind  for 
what  purpose  a  drug  is  prescribed,  one  can  easily  answer  the  ques- 
tion about  the  appropriateness  of  the  specific  prescription.  In  order 
to  arrive  at  a  definition  of  tranquilizer  abuse,  let  us  look  once  more 

at  the  specific  effects  of  these  drugs.  , 

I 
When  healthy  human  subjects  received  25-50  mg  of  Thorazine 

(chlorapromazine)  in  an  experimental  situation,-^  they  described 
their  experience  as  follows:  "I  feel  listless  and  tired  ...  I  do  not 
care  ...  I  don't  want  to  do  anything,  not  even  to  change  the  po- 
sition of  my  body,  I  just  want  to  be  left  in  peace  and  lie  quietly.  It 
took  a  special  decision  to  talk  to  somebody.  If  a  person  came  to 
ask  me  something,  I  got  annoyed  and  tried  to  get  away  from  him 
as  soon  as  possible,  because  talking  meant  a  special  effort."  The 
trained  observer  noted  a  lack  of  spontaneous  movements  in  the 
tranquilized  subject,  a  lack  of  all  those  small  changes  of  position 
which  a  normal  person  exhibits  while  he  sits  in  a  chair.  Questions 
were  answered  clearly  and  to  the  point,  but  the  answers  were 
strikingly  short,  and  the  person  showed  a  lack  of  interest  to  pursue 
any  subject  matter  further.  There  was  no  apparent  change  in  mood, 
neither  improvement  nor  the  opposite. 

This  is  obviously  the  state  into  which  many  severely  disturbed 
mental  patients  can  be  brought  so  that  they  become  manageable 
and  can  leave  the  state  hospitals  to  return  to  their  families.  Theyi 
will  now  be  able  to  live  in  their  home  community  and  frequently 
carry  out  simple  jobs,  while  they  take  the  drug  regularly.  If  the; 
mental  hospital  patient  is  defined  as  a  social  deviant,  a  person 
who  is  unable  to  live  at  home  and  in  the  community,  because  he 
interrupts  the  community   life  through   his  aberrant  behavior,  he 
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has  been  cured  by  the  drug.  In  the  hospitals  the  iron  bars  can  be 
taken  off  the  windows  and  the  knobs  be  put  back  on  the  doors, 
I  because  the  wards  have  become  calm  and  the  patients  cooperative 
'  under  the  influence  of  the  tranquilizers.  At  home,  the  mentally  ill 
member  of  the  family  can  now  be  left  alone,  can  dress  and  feed 
himself,  and  can  in  some  way  participate  in  the  life  around  him. 
This  must  certainly  be  regarded  as  great  progress,  and  the  social 
model  of  mental  health  permits  us  to  measure  such  progress  by 
the  number  of  human  beings  who  have  left  the  closed  hospital 
ward  and  who  have  been  returned  to  community  life  having  to  take 
tranquilizers  continually. 

However,  it  appears  to  me  that  a  price  has  been  paid  for  such 
progress,  and  that  the  social  model  does  not  inform  us  of  the  price. 
\  We  can  look  at  the  single  human  being  as  something  special,  who 
I  is  capable  of  great  heights  of  elation  as  well  as  great  depths  of 
despair,  manifesting  his  humanity  by  the  width  of  the  range  of 
emotions  and  feelings  which  he  can  reach.  One  can  go  a  step 
further  and  say  that  deep  thinking  and  the  acquisition  of  wisdom 
are  dependent  on  the  amount  of  great  suffering  and  joy  which  a 
person  experiences.  If  we  look  at  the  effect  of  tranquilizers  from 
that  point  of  view,  it  becomes  quickly  apparent  that  the  thin  line 
between  use  and  abuse  has  frequently  been  crossed.  A  person  may 
have  been  helped  to  lead  a  more  useful  life  with  the  aid  of  a  drug, 
but  that  same  person  may  have  paid  the  price  of  becoming  some- 
body whose  life  is  no  longer  that  of  a  full  human  being.  One  could 
say  that  the  iron  bars  have  not  been  abolished,  but  have  been 
moved  from  the  windows  of  the  hospital  into  the  mind  of  the 
patient.  It  appears  to  me  that  only  if  we  clarify  in  our  own  mind 
that  this  is  the  price  we  want  and  have  to  pay  for  a  patient's  tran- 
quilization,  we  can  convince  ourselves  and  others  that  we  do  not 
abuse  as  great  a  tool  as  the  tranquilizing  drugs. 
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The  Mental  Health  Associate  Program  at  Western  Piedmont 
Community  College  in  Morganton,  North  Carolina  is  a  two-year 
program  leading  to  the  Associate  in  Applied  Science  Degree.  This 
program  is  beginning  its  third  year  of  experimentation  with  innova- 
tive approaches  to  education.  The  most  prominent  approach  is  one 
of  democratic  process;  every  person  gets  one  vote(  including  the 
instructor)  on  the  major  issues  of  a  specific  course,  particularly 
grading  and  course  design.  Even  though  the  system  discussed  here 
is  thought  to  have  wide  applicability  to  the  general  field  of  educa- 
tion, it  is  considered  to  be  a  highly  relevant  approach  to  training 
mental  health  workers. 

In  order  to  meet  the  demands  of  a  critical  manpower  shortage 
in  the  human  services,  group  approaches  (such  as  group  therapy) 
are  being  more  widely  used  in  an  attempt  to  allow  individual  workers 
to  work  with  more  people  in  a  shorter  period  of  time.  Designing  an 
educational  system  that  exposes  students  to  diverse  group  situa- 
tions is  seen  as  the  only  logical  mode  of  training.  This  system  com- 
bines the  relevant  aspects  of  academic  curricula  and  in-service 
training.  The  approach  described  here  is  buttressed  on  one  side  by 
field  placement  and  on  the  other  by  human  relations  training  labora- 
tories and  classes  in  group  processes  and  group  dynamics,  all  of 
which  are  offered  throughout  the  two  years. 

Peer  grading  and  course  designing  is  recommended  to  students 
in  most  courses  in  the  mental  health  program;  it  is  not  required. 
Such  courses  as  field  placement,  where  students  do  not  have  a 
chance  to  work  in  groups,  do  not  lend  themselves  to  such  an  ap- 
proach. However,  where  the  student  comes  into  contact  with  a  num- 
ber of  people,  sampling  each  of  them  (concerning  their  opinion  of 


*Article  written  while  author  was  coordinator  of  the  Mental  Health  Associ- 
ate Program  at  Western  Piedmont  College  in  Morganton. 
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the  student)  is  seen  as  more  viable  than  relying  on  the  decision  of 
a  single  "supervisor,"  etc.  In  most  cases,  students  decide  demo- 
cratically what  grading  system  they  will  work  under.  They  select  the 
format  of  the  course  in  the  same  manner,  after  various  alternatives 
are  discussed. 

Peer  group  techniques  are  not  generally  part  of  the  repertoires 
of  first-quarter  students,  so  the  system  is  explained  in  detail  during 
an  early  session.  Since  the  selection  of  grading  criteria  is  fairly 
foreign  to  their  ways  of  thinking,  criteria  selected  by  previous  groups 
are  shared  with  the  new  students.  Due  probably  to  the  heavy  in- 
fluence of  the  authority  figure  in  the  instructor,  groups  generally  go 
along  with  the  format  with  little  deliberation  or  change,  so  the 
initial  prosposal  is  likely  to  be  the  modus  operandi  during  the  first 
quarter.  As  debate  increases,  decision-making  slows  down  more 
and  more  with  each  successive  quarter,  so  that  later  courses  and 
grading  formats  take  more  time  to  put  together  as  students  gain 
experience  in  such  a  democratic  approach. 

Time  taken  for  designating  courses  and  grading  systems  by 
the  democratic  process  is  seen  as  an  investment  rather  than  as  an 
expenditure.  This  attitude  is  based  on  the  assumption  that  such 
a  process  can  be  seen  and  used  as  a  valuable  learning  experience. 
Functional  democracy  is  experienced  as  a  reality,  rather  than  as 
hypothetical  ideal.  The  entire  decision-making  process  is  rich  with 
data  about  such  "things"  as  census-taking,  interpersonal  influence, 
and  social  pressure — things  that  make  up  the  stuff  of  human  rela- 
tions. 

First  Step 

The  first  step  in  peer  group  grading  is  the  selection  of  criteria 
upon  which  group  members  will  judge  each  other.  Examples  of  such 
^criteria  include  student  and  faculty  preparation,  participation,  crea- 
jtivity,  enthusiasm,  empathy,  and  many  others.  Students  are  en- 
couraged to  decide  upon  between  six  and  twelve  criteria  that  best 
meet  their  needs.  They  are  also  encouraged  to  define  their  criteria 
in  as  operational  a  fashion  as  possible — hopefully  in  terms  dealing 
with  observable,  measurable  behaviors.  In  most  cases  some  words 
are  used  that  deal  more  with  feelings  and  opinions  than  with  the 
reality  of  the  workday  world,  whereby  many  decisions  about  raises, 
promotions,  votes,  etc.  are  made  almost  totally  on  the  feelings  in- 
volved. Therefore,  emotional-type  criteria  are  not  discouraged  but 
rather,  their  implications  examined. 

The  second  step  in  this  procedure  is  the  utilization  of  the  cri- 
jteria  as  goal-setting  devices.  This  gives  the  students  objectives  to 
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strive  for  in  terms  of  influencing  group  members  to  see  tiiemselves 
as  having  the  required  criteria.  When  a  group  member  cannot  dem- 
onstrate his  preparedness  through  participation  in  the  group  dis- 
cussion, his  group  generally  gives  him  a  sound,  verbal  spanking. 
When  the  converse  of  this  occurs,  group  members  respond  positive- 
ly to  the  person.  It  is  readily  seen  that  this  is  a  social  conditioning 
model,  whereby  group  members  are  negatively  reinforced  for  be- 
haviors not  consistent  with  the  criteria  established  by  the  group 
and  positively  reinforced  for  meeting  the  demands  of  the  criteria. 

Class  discussions  are  based  on  a  seminar  interaction  model. 
It  is  generally  recommended  that  all  members  of  the  group  use  a 
common  text,  tape,  film,  etc.  in  preparation  for  a  particular  course 
or  session.  This  recommendation  is  based  on  the  assumption  that 
the  exchange  of  information  and  ideas  can  best  be  experienced  by 
persons  who  share  a  common  base  of  knowledge.  Individuals  are 
advised  to  pursue  specific  topics  of  interest  and  to  include  such 
learnings  as  seem  relevant  to  the  group  discussion.  This  advice  is 
based  on  the  assumption  that  potential  for  learning  can  be  increased 
when  individual  contributions  are  a  meaningful  part  of  the  task  at 
hand.  This  procedure  saves  time  for  group  members  so  that  all 
members  do  not  have  to  cover  such  a  massive  amount  of  material. 

Group   Discussion 

Issues  of  leadership  and  followership  are  examined  by  recom- 
mending that  group  members  take  turns  at  different  sessions  in 
being  responsible  for  the  general  trend  of  the  discussion.  One 
method  for  guiding  group  discussion  is  to  have  the  leader  set  range 
limits  upon  what  kinds  and  degrees  of  information  and  ideas  will 
be  discussed.  It  then  becomes  the  leader's  task  to  attempt  to  main- 
tain the  discussion  within  his  preset  boundaries.  A  secondary  task 
of  the  leader  is  seen  as  encouraging  members  of  the  group  to  con- 
tribute their  resources.  This  can  be  done  in  a  number  of  ways, 
including  directing  questions  to  non-participating  members  and 
feeling-out  where  such  members  are  in  terms  of  the  current  dis- 
cussion. 

It  is  inevitable  that  from  time  to  time  persons  designated  as 
group  leaders  will  be  absent.  If  the  instructor  will  help  those  groups 
without  a  leader  to  focus  on  the  process  of  leadership  evolvement, 
members  will  function  in  an  important  social  situation  which  sup- 
ports the  assumption  that  no  one  is  indispensable.  The  loss  of  lead-  ! 
ership  will  cause  a  state  of  social  anomie  in  a  microcosm  that  is 
not  too  dissimilar  to  states  of  social  disorganization  in  the  macro- 
cosm. How  the  group  deals  with  such  anomie  and  how  the  leader 
evolves  are  rich  sources  of  learning,  both  experimentally  for  the 
people  involved  and  philosophically  for  realistic  implications  about  , 
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society.  The  use  of  a  communications  flow  chart  can  be  an  effective 
instrument  for  surfacing  group  processes,  particularly  in  such  a 
situation  as  this. 

The  instructor  can  function  in  a  number  of  different  roles  in 
such  a  situation.  One  obvious  role  is  that  of  resource  person — not 
necessarily  the  man  with  all  the  answers  but  rather  someone  who 
can  clarify  complex  issues  with  which  the  group  might  be  inordi- 
nately slowed  down.  If  the  instructor  should  get  entrapped  in  the 
"expert"  role,  the  most  valuable  part  of  the  learning  experience  will 
be  lost  to  the  students — experiencing  the  excitement  in  the  search 
for  understanding  and  the  flow  of  successful,  personal  resolution 
of  a  conflict. 

Another  important  role  in  which  the  instructor  can  function  is 
that  of  helping  the  group  focus  on  processes  within  the  group  that 
are  seen  as  inhibiting  or  facilitating  the  efficient,  effective  exchange 
of  knowledge  and  ideas.  An  explication  of  the  theory  and  practice 
of  such  observations  and  interventions  are  beyond  the  scope  of  this 
paper.  However,  one  guideline  to  such  a  function  is  that  while  the 
instructor  is  not  directly  involved  in  the  content  of  the  discussion, 
he  is  in  a  good  position  to  see  what  such  processes  are  and  would 
probably  be  helpful  in  pursuing  any  hunches  about  giving  the  group 
feedback  on  what  he  sees. 

Feedback  Important 

The  instructor  can  also,  from  time  to  time,  recommend  that 
the  group  members  take  stock  of  their  individual  and  collective  posi- 
tions concerning  the  criteria.  After  grading  each  other,  grades  can 
be  shared  and  time  taken  to  discuss  why  certain  members  scored 
as  they  did  on  specific  criteria.  This  type  of  feedback  lets  the  in- 
dividual see  himself  as  members  of  the  group  see  him.  If  satisfac- 
tion is  not  received  on  a  specific  item,  the  individual  then  has  the 
chance  to  experiment  with  alternative  ways  of  behaving  in  the  group. 
Such  a  system  of  interpersonal  feedback  is  assumed  to  be  essential 
to  individual  change — the  ultimate  goal  of  all  education. 

The  frequency  with  which  grading  occurs  is  another  democrati- 
cally arrived  at  decision.  Some  groups  decide,  that  such  feed&ack 
needs  to  take  place  at  the  end  of  every  session;  others  grade  only 
once  at  the  end  of  the  quarter.  It  is  recommended  that  students 
grade  each  other  about  once  every  week  or  two,  so  that  feedback 
can  be  used  to  determine  alternatives  and  so  that  different  be- 
haviors can  be  experimented  with.  Ultimately  the  criteria  of  grading 
must  be  converted  to  the  institutional  system — in  this  case,  the 
A,  B,  C,  D,  F  system  is  applicable,  with  ten  points  allotted  to  each 
letter  and  'A'  beginning  at  '90'  and  ending  at  100.' 
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The  instructor  can  also  serve  in  more  classical  roles.  Most 
groups,  if  given  the  option,  will  elect  to  take  tests  from  time  to 
time.  It  is  recommended  that  tests  (designed  by  students  and/or 
instructor)  be  used  as  a  learning  device — not  as  a  grading  device. 
This  gives  group  members  a  chance  to  isolate  meaningful,  testable 
items  and  to  see  how  much  they  have  learned  in  terms  of  facts  and 
concepts.  By  becoming  aware  of  areas  of  weakness,  individuals  can 
decide  whether  or  not  to  invest  more  time  in  those  areas.  By  learn- 
ing what  members  have  strengths  in  specific  areas,  the  group  can 
rely  more  heavily  on  such  persons  as  resources  in  those  areas — a 
meaningful  exchange.  Test  results  also  give  the  instructor  an  option 
to  recommend  that  students  spend  more  or  less  time  in  one  area 
or  another — or  to  add  his  own  resources  in  areas  where  the  entire 
group  may  be  weak. 

The  size  of  a  group  has  a  definite  effect  on  task  performance. 
For  individual  resources  to  be  given  maximal  air  time,  and  for 
optimal  group  process  and  interpersonal  interactions  to  occur,  a 
six  to  twelve  member  group  appears  to  be  the  most  desirable.  This 
does  not  mean  that  instructors  can  expect  to  have  that  desirable 
a  ratio.  Since  the  students  assume  a  large  degree  of  the  respon- 
sibility for  content  coverage,  the  instructor  can  have  any  number 
of  small  groups  working  in  the  same  large  room.  He  can  then  move 
from  group  to  group,  giving  a  group  feedback  when  he  feels  it  is 
useful.  When  a  similar  observation  is  made  for  each  group,  feedback 
can  be  given  to  the  entire  class  at  one  time.  It  is  seen  as  an  ad- 
vantage for  the  instructor  not  to  be  tied  to  one  group;  objectivity 
of  observation  and  intervention  is  enhanced  by  not  being  too  in- 
volved in  the  current  norms  or  topics  of  discussion  of  the  group. 

When  a  given  class  consists  of  two  or  more  small  groups,  there 
is  opportunity  for  students  to  experiment  with  a  number  of  learn- 
ing procedures.  In  the  event  that  a  textbook  is  used  which  has  an 
accompanying  book  of  readings,  etc.,  a  student-at-large  can  be 
responsible  for  a  particular  article.  He  can  share  his  impressions 
with  the  group  and  try  to  help  them  understand  the  meaning — 
gaining  "up-front"  and  teaching  experience  simultaneously.  Another 
exciting  procedure  is  to  have  two  or  more  groups  work  together  at 
different  times.  One  way  of  doing  this  is  to  have  a  "fishbowl"  de- 
sign, where  one  group  encircles  another  group  and  silently  observes 
them  at  work.  Members  can  then  pair  up  from  the  two  groups  and 
the  observers  can  give  the  participants  feedback  on  how  they  saw 
them  functioning  in  their  group.  These  kinds  of  exercises  give  the 
students  invaluable  intergroup  experience,  along  with  on-going  feed- 
back on  their  social  "self." 

There  are  no  real  data  to  substantiate  the  opinion  that  accept- 
able levels  of  academic  achievement  are  met  in  this  approach — 
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above  and  beyond  the  learnings  that  are  presumed  to  occur  in  many 
crucial  areas  of  human  development,  e.g.,  personal  growth,  inter- 
personal effectiveness,  communications  skills,  and  many  others.  An 
early  class  was  subjected  to  an  objective  test  made  up  by  an  in- 
structor teaching  the  same  course  to  a  similar  group  of  students. 
Even  though  his  students  were  functioning  under  considerable  ad- 
I vantage,  their  average  score  was  only  eighty-three  per  cent  hits  as 
'compared  to  an  average  of  seventy-three  per  cent  hits  for  the  peer 
group  students.  There  is  nothing  definitive  about  these  results,  but 
they  do  indicate  a  need  for  controlled  studies  that  compare  the 
democratic  approach  with  other,  more  classical  approaches. 

Advocating  such  a  system  does  not  presume  that  all  instructors 
could  function  effectively  and  happily  in  such  a  system,  nor  that 
all  content  areas  lend  themselves  to  such  an  approach.  However, 
trying  out  such  a  system  can  be  recommended  without  hesitation 
when  the  rewards  it  has  earned  have  been  experienced.  Learning 
for  the  sake  of  learning  loses  its  cliche-like  meaning  and  becomes  a 
living  reality.  Sharing  in  the  excitement  and  joy  of  such  a  learning 
process  is  in  and  of  itself  excitement  and  joy  enough;  learning  from 
students  in  such  a  system  becomes  the  icing  on  the  proverbial  cake. 

Summary 

In  summary,  perhaps  looking  at  what  members  of  the  target 
Dopulation  have  to  say  about  peer  group  grading  and  democratic 
:ourse  design  will  best  define  that  raison  d'etre  for  its  develop- 
ment in  this  specific  curriculum.  The  ending  of  this  paper,  anonym- 
)us  quotes  from  participants  in  this  system,  will,  hopefully,  be  the 
beginning  for  others: 

This  is  my  first  experience  with  a  seminar-type  class  structure 
and  I  find  that,  for  me,  it  has  both  good  and  bad  points.  I  feel  that 
perhaps  I  don't  learn  as  much  of  the  text  as  I  would  under  a  conven- 
tional lecture-test  structure;  however,  my  motivation  and  sense  of  fair 
play  see  to  it  that  I  do  study  and  learn  a  respectable  portion  of  the 
material.  Being  somewhat  of  a  reserved  nature,  I  usually  establish 
next  to  no  close  interaction  with  my  classmates.  I  believe  that  the 
socialization  a  seminar-type  class  requires  is  quite  beneficial  to  me. 
So,  overall,  I  find  this  class  to  be  quite  beneficial,  novel,  and  instruc- 
tive; a  pleasant  oasis  in  an  endless  desert  of  academic  convention. 

A  class  like  this  is  much  more  effective  than  one  with  solid  lec- 
tures and  a  bunch  of  facts  we  are  supposed  to  obtain.  We,  the  mem- 
bers of  each  group,  are  able  to  discuss  each  item  which  we  don't  fully 
understand  on  a  level  we  can  best  appreciate.  Each  group  member  has 
been  through  practically  every  type  of  teacher  in  our  educational  up- 
climb  and  by  now  there  should  be  a  change.  In  our  type  of  class  we 
each  become  better  class  members  as  well  as  class  participants.  In 
every  other  class  in  which  I  am  enrolled,  I  am  told  what  is  good,  bad, 
right,  wrong,  etc.  without  any  regard  for  me.  A  lot  of  questions  arise 
in  our  type  of  class  and  we  decide  which  are  important  to  use  and 
which  are  not.  We,  the  students,  should  have  a  voice  in  what  we  learn. 

I  am  glad  to  see  classes  such  as  this  start  at  this  school  because  it 
shows  that  progress  isn't  dead.  To  me,  psychology  isn't  what  you  can 
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recite  from  a  book  but  how  you  can  use  what  you've  learned  and  relate 
it  to  life.  I  think  perhaps  this  is  the  best  class  I'll  have  a  chance  to 
participate  in. 

In  my  opinion  the  class  is  fabulous!  No  other  word  for  it.  This 
type  of  learning  is  a  new  experience  for  me,  and  I  never  realized  really 
how  much  you  can  learn  from  other  students.  It  makes  you  want  to 
read  and  learn  more  for  yourself  so  you  can  contribute  to  the  others. 
I  have  learned  more  than  at  first  I  thought  I  would. 

In  my  opinion  this  class  has  shown  in  a  very  limited  way  the  great 
possibilities  of  the  learning  process.  I  say  'limited  way'  because  the 
method  is  new  to  us  and  we  will  only  touch  on  the  outer  bounds  of 
this  exciting  process  in  the  remainder  of  this  quarter.  I  have  been 
impressed  with  the  factual  knowledge  transmitted  by  my  peer  group. 
I  think  this  method  of  learning  is  much  better  than  the  regular  lecture- 
type  because,  in  grouping,  I  am  free  to  express  myself.  I  can  have  a 
part  in  the  discussion;  but  more  importantly,  my  peers  act  as  a  stimu- 
lus to  my  own  manipulative  needs.  Therefore,  I  learn  more  and  learning 
is  more  exciting.  In  one  more  month  I  will  graduate,  and  I  only  regret 
that  this  group  process  type  of  learning  was  delayed  until  my  last 
quarter.  If  I  had  been  exposed  to  this  type  of  learning  the  first  quarter 
of  my  freshman  year,  I  would  have  gained  much  more  from  my  first  two 
years  of  education. 


NOTE:  The  author  gratefully  acknowledges  the  support  of  this  work  by 
Section  202— Appalachia  Act  ARC  0451-07-70  Health  Manpower  Education  Pro- 
gram. 
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The  application  of  experimentally  derived  principles  of  learning 
theory  in  modifying  individual  human  behavior  in  institutional  set- 
tings is  not  new.'  -  On  the  contrary,  treatment  programs  under  the 
varying  rubrics  of  behavior  modification,  operant  conditioning,  be- 
havior therapy,  and  reinforcement  therapy,  which  utilize  such  prin- 
ciples, have  enjoyed  increasing  success  in  the  management  and 
rehabilitation  of  hospitalized  psychotics,''  geriatric  patients,^  mental 
retardates,^'  juvenile  delinquents,"  and  most  recently  inmates  in  a 
maximum  security  correctional  facility.' 

The  distinctive  feature  of  this  treatment  approach  involves  an 
emphasis  on  the  relationship  between  an  individual's  behavior,  al- 
ways explicitly  defined  and  subject  to  objective  observation  and 
measurement,  and  its  consequences.  The  motivating  consequences 
are  termed  reward  or  reinforcement  and  may  be  either  positive  (food, 
cigarettes,  tokens)  or  negative  (shock,  fines,  seclusion)  in  nature. 
Desirable,  adaptive  behavior  is  elicited  and  maintained  by  associat- 
ing positive  reinforcement  with  its  occurence;  while  undesirable, 
maladaptive  behavior  is  eliminated  through  its  association  with  no 
reward  (extinction)  or  negative  consequence  (punishment). 

The  token  economy  program  (TEP)  represents  a  particular  type 
of  behavior  modification  which  attempts  to  effect  behavioral  change 
in  a  group  of  individuals  by  means  of  a  generalized  condition  re- 
inforcer,  the  token.  As  such,  it  mimics  the  use  of  money  in  life  out- 
side of  the  institutional  setting.  Individuals  can  earn  tokens  for 
appropriate  behavior  or  lose  them  for  inappropriate  behavior,  which 
in  turn  are  exchangeable  for  assorted  primary  (food)  and  secondary 
(recreation)  reinforcement.  The  value  of  using  tokens  or  other  con- 
ditioned reinforcers  (points,  credits),  as  opposed  to  delivering  direct 

*Special  thanks  go  to  the   nursing  and  attendant  staff  of  the  Albemarle 
Unit  without  whose  efforts  this  program  would  not  be  possible. 
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primary  reward  in  modifying  behavior,  has  been  discussed  in  detail 
by  Ayllon  and  AzrinJ 

The  present  paper  describes  a  TEP  operating  at  Cherry  Hospital, 
Goldsboro,  North" Carolina.  The  use  of  behavior  modification  in  treat- 
ing chronically  ill  patients  was  introduced  to  Cherry  by  the  senior 
author  (W.D.G.)  in  September,  1969,  and  currently  represents  the 
treatment  of  choice  in  several  units  of  the  hospital.  The  paper  de- 
scribes both  the  basic  format  of  the  TEP  and  the  results  of  a  pre- 
liminary 4  month  evaluation. 

Program 

Facility 

The  TEP  under  consideration  is  located  on  the  open  ward  of 
the  Albemarle  County  Unit.  This  ward  houses  a  maximum  of  40 
male  and  female  patients  who  the  staff  consider  capable  of  main- 
taining daily  personal  care,  working,  and  who  do  not  require  direct, 
constant  supervision.  The  physical  features  of  the  ward  include 
separate  bedrooms  for  male  and  female  patients  (each  with  5  beds, 
lockers,  bedside  tables,  chairs),  separate  bathrooms,  a  dayroom, 
nursing  station,  seclusion  and  sick  rooms,  a  conference  room,  staff 
offices,  a  visitors'  area,  and  the  TEP  canteen.  The  open  ward  staff 
consists  of  a  unit  administrator  (M.B.W,),  a  charge  nurse,  and  four 
psychiatric  attendants. 

Patient  Population 

The  patients  are  generally  considered  to  be  chronically  ill  and 
characterized  by  severe  organic  and  psychopathology.  Their  average 
age  is  47,  with  a  range  between  18  and  76  years.  Their  average  length 
of  current  hospitalization  is  12  years,  with  a  range  between  1  month 
and  56  years.  Approximately  63%  are  diagnosed  as  chronic  undif- 
ferentiated schizophrenics,  30%  as  organic  brain  syndromes  or 
mental  defectives,  and  less  than  10%  as  neurotic  or  personality  dis-  | 
orders. 

Target  Behavior 

The  primary  goal  of  the  TEP  is  to  elicit  and  maintain  at  a  high 
level  certain  patient  behaviors  deemed  adaptive  or  desirable,  which 
if  realized  would  enhance  the  patients'  chances  of  leaving  the  in- 
stitution and  returning  to  the  community.  These  behaviors  are  re- 
ferred to  as  "target  behaviors"  and  basically  involve  three  main 
types  of  response:  personal  care,  maintenance  of  one's  immediate 
environment,  and  general  motor  activity.  Personal  care  or  grooming 
behavior  includes  having  on  all  items  of  clothing  (shirt,  pants,  shoes, 
socks,  belts  for  males),  being  appropriately  dressed  (shirt  tucked  in, 
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shoes  tied,  pants  zipped),  and  appearing  neat  and  clean  (batlied, 
shaved,  hair  combed).  In  addition,  a  distinction  is  made  between 
state  or  institutional  dress  and  personal  clothes,  the  latter  receiving 
greater  reinforcement.  Maintaining  one's  immediate  environment 
involves  patients'  making  their  beds  and  cleaning  their  rooms  daily, 
as  well  as  carrying  out  specific  ward  assignments  (cleaning  bath- 
rooms, sweeping  halls,  carrying  linens).  General  motor  activity  in- 
cludes both  a.m.  and  p.m.  "off-the-ward"  assignment,  involving 
either  industrial  therapy  (e.g.  laundry  or  farm  work),  occupational 
therapy,  recreational  therapy,  or  group  psychotherapy.  Other  target 
behaviors  consist  of  getting  up  on  time  in  the  morning,  voluntarily 
coming  for  medication  at  the  prescribed  times,  and  attending  church 
and  special  recreational  events  such  as  dances  and  ballgames. 
Table  1  summarizes  the  target  behaviors,  the  time  of  day  each  is 
checked,  and  the  amount  of  reinforcement  given  for  each. 

Table  1 

TEP  Target  Behaviors 


Behavior 

Time  Checked 

Amount  Reinforcement 

Up  and  out  of  bed 

6:00  a.m. 

1  credit 

Clean  room  &  bed  made 

7:30  a.m. 

1  credit 

Grooming 

8:00  a.m. 

a.  State  dress 

1  credit 

b.  Personal  dress 

3  credits 

Ward  Assignment 

Variable 

1-4  credits 

A.M.  Assignment 

8:30  a.m. 

2  credits 

P.M.  Assignment 

1:00  p.m. 

2  credits 

Voluntary  Medication 

8:00  a.m. 

12:00  p.m. 

4:00  p.m. 

8:00  p.m. 

1  credit 

Other 

a.  Church 

Sunday  a.m. 

1  credit 

b.  Special  recreation 

Variable 

2  credits 

All  target  behaviors  are  explicitly  defined  in  behavioral  terms 
for  patients  and  staff  alike.  This  serves  not  only  to  eliminate  con- 
fusion among  patients  as  to  what  is  expected  of  them,  but  also 
prevents  a  situation  in  which  individual  staff  members  reinforce 
qualitatively  different  behaviors  within  the  same  general  response 
class,  e.g.,  different  degrees  of  being  appropriately  dressed.  Further- 
more, target  behaviors  are  viewed  in  an  all-or-nothing  manner,  i.e., 
a  patient  has  to  meet  all  the  criteria  of  a  particular  response  class 
in  order  to  obtain  reinforcement,  partial  response  goes  unrewarded. 
Thus,  a  male  patient  with  all  items  of  clothing  on  in  appropriate 
fashion,  but  unshaven,  receives  no  reinforcement  for  grooming, 
whereas  the  same  patient,  shaven,  would.  This  latter  principle  is 
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chiefly  a  function  of  the  limited  number  of  staff  available  for  TEP 
patient  interaction  and  the  relatively  large  number  of  target  be- 
haviors being  dealt  with. 

Reinforcement 

The  primary  unit  of  reinforcement  in  the  TEP  is  a  behavioral 
credit,  synonymous  with  a  token.  Patients  receive  credits  for  per- 
forming the  various  target  behaviors  listed  above,  which  are  ex- 
changeable for  (1)  meals,  (2)  a  room  on  the  open  ward,  (3)  assorted 
goods  from  the  TEP  canteen,  (4)  special  recreation,  i.e.,  that  avail- 
able to  only  a  limited  number  of  patients  on  the  ward,  (5)  weekend 
visits,  (6)  access  to  the  beauty  and  barber  shops,  (7)  personal  money, 
and  (8)  leisure  time  on  the  ward  during  the  working  day.  Table  2 
enumerates  the  canteen  items  available  to  patients,  as  well  as  the 
number  of  credits  required  for  obtaining  all  types  of  reinforcement. 

Table  2 
TEP  Reinforcement 


Type  of 

Reinforcement 

Cost  to  Patient 

Meals 

1  credit  per  meal 

Room 

on  open  ward 

2  credits/day 

Canteen  items 

a. 

cigarettes 

8  credits 

b. 

chewing  tobacco 

2  credits 

c. 

cigars 

2  credits 

d. 

coffee  (jar) 

5  credits 

e. 

candy  (large) 

6  credits 

f. 

candy  (small) 

3  credits 

g- 

gum  (package) 

6  credits 

h. 

costume  jewelry 

10  credits 

i. 

dress  or  coat 

8  credits 

J- 

blouses,  pants,  sweaters,  shoes 

5  credits 

k. 

hose,  socks,  belts,  undergarments 

3  credits 

1. 

combs,  scarfs,  toothbrush 

2  credits 

m. 

shaving  cream,  deodorant 

5  credits 

n. 

face  powder,  lipstick,  lotion 

5  credits 

0. 

hair  tonic,  shoe  polish 

3  credits 

P- 

shoe  strings 

1  credit 

q- 

hair  rollers,  hair  spray 

8  credits 

r. 

shampoo  (large) 

6  credits 

s. 

shampoo  (small) 

3  credits 

Beauty 

&  Barber  shop 

4  credits 

Leisure 

time  on  the  ward 

3  credits/half  day 

Weekend  visits 

20  credits 

Personal  money 

5  credits/$1.00 

Specia 

recreation  (limited) 

Variable 
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With  the  exception  of  meals,  no  reinforcement  whatsoever  is 
given  to  TEP  patients  unless  purchased  with  credits.  For  example, 
a  patient's  personal  money  is  held  in  trust  for  him  until  such  time 
as  he  can  buy  it  with  credits  earned  through  appropriate  behavior** 
and  not,  as  was  previously  the  case,  given  to  him  non-contingently, 
i.e.,  irrespective  of  the  desirable  or  undesirable  quality  of  his  be- 
havior. Patients  can,  however,  obtain  meals  without  having  earned 
credits;  although  they  are  then  labeled  deficit  earners  and  required 
to  pay  their  debts  before  trading  in  the  canteen  or  obtaining  other 
types  of  reinforcement  on  the  ward. 

Credits  are  also  used  to  pay  fines,  levied  on  patients  for  be- 
haviors considered  inappropriate  or  maladaptive.  Few  in  number, 
these  include:  cursing  or  threatening  staff,  fighting,  homosexual 
acting-out,  smoking  in  bed,  escape,  stealing,  destroying  property, 
and  staying  in  bed  unexcused  during  the  work  day.***  Such  be- 
haviors are  fined  between  3  and  5  credits,  also  payable  before  a 
patient  can  purchase  items  from  the  TEP  canteen. 

Recording  and  Evaluation 

In  all  but  one  case,  patients  are  reinforced  immediately  for 
performing  target  behaviors.  The  one  exception  involves  voluntarily 
coming  for  medication;  here  the  patient  is  rewarded  at  the  end 
of  the  day  only  if  he  has  totally  complied  with  his  particular  regime, 
e.g.,  t.i.d.  at  8:00,  12:00,  and  8:00.  Credits  earned  are  recorded  in  a 
TEP  credit  booklet  carried  by  each  patient  throughout  the  day.  This 
booklet  provides  data  on  the  number  of  credits  earned  for  individual 
behaviors  during  each  day  of  the  week,  the  number  of  credits  spent 
for  various  types  of  reinforcement,  and  a  day-to-day  cumulative 
balance.  The  latter  is  important  since  patients  can  only  spend 
credits  in  the  amount  of  their  previous  day's  balance.  The  booklets 
vary  in  color  and  thus  also  serve  to  identify  each  patient's  current 
level  of  overall  functioning  in  terms  of  the  specific  target  be- 
haviors.**** 

I  Patients  turn  in  their  TEP  booklets  to  staff  once  a  day  so  that 
earning  and  spending  data  can  be  transferred  into  a  patient's  log. 
This  information  is  subsequently  used  to  describe  a  patient's  prog- 
ress, if  any,  in  the  program  and  his  readiness  to  return  to  the  com- 


**Patients  have  to  maintain  an  80%  level  of  overall  functioning  in  order 
to  qualify  to  purchase  personal  money. 

***Sick  patients  are  not  fined  for  staying  on  the  ward,  but  are  required 
to  stay  in  a  "si-^kroom." 

****Overall  functioning  level  is  calculated  by  dividing  the  actual  number 
of  credits  earned  per  unit  time  by  the  total  number  possible  and  is  expressed 
as  a  percentage.  Patients  functioning  above  a  70%  level  have  red  booklets, 
40-70%  have  green  booklets,  and  below  40%  yellow  booklets. 
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munity.  New  booklets  are  issued  at  the  beginning  of  each  week. 
Patients  who  lose  or  destroy  their  booklets  are  required  to  purchase 
a  new  one  (2  credits)  and  forfeit  all  credits  earned  during  that  par- 
ticular day. 

Evaluation 

A  preliminary  evaluation  of  the  TEP  at  the  end  of  its  first  4 
months  of  operation  reveals  the  following  points: 

1.  The  TEP  is  higlily  effective  in  raising  the  overall  level  of  appro- 
priate patient  behavior. 

Of  the  18  patients  on  the  unit  who  were  on  the  program  for  the  full 
4  months,  all  showed  significant  improvement  in  their  overall  level 
of  functioning  relative  to  baseline  functioning,  the  latter  assessed 
for  a  three-week  period  prior  to  initiation  of  the  TEP  (F=:74.02, 
df=l/33,  p  less  than  .001).  Whereas  the  average  percentage  of  tar- 
get behaviors  exhibited  prior  to  the  TEP  was  53%  (range  between 
30  and  90%)  for  this  group,  it  changed  to  an  average  of  78%  (range 
between  52  and  100%)  after  4  months.  This  improvement  appeared 
to  be  spread  equally  over  all  major  areas  of  behavior:  personal  care, 
maintenance  of  environment,  general  motor  activity. 

2.  The  TEP  leads  to  more  stable  functioning  among  chronically  ill 
patients. 

Patients  not  only  attain  a  higher  level  of  overall  functioning,  but 
also  maintain  this  level  on  a  more  consistent  day-to-day  basis.  This 
stability  of  behavior  appears  to  be  as  important  as  absolute  level 
of  functioning  in  returning  the  patient  to  the  community. 

3.  The  TEP  leads  to  a  drastic  decrease  in  maladaptive  patient  be- 
havior. 

Over  the  4  month  evaluation  period,  the  number  of  credits  spent 
for  fines  decreased  steadily.  During  the  first  month  of  the  TEP,  1% 
of  all  credits  spent  by  patients  represented  payments  of  fines  for 
maladaptive  behavior;  during  the  fourth  month,  this  was  reduced 
to  1/5%.  The  cause  for  this  appears  twofold:  (1)  the  systematic, 
i.e.,  each-and-every  time,  punishment  of  maladaptive  behavior 
through  fines  and  (2)  the  premium  placed  on -adaptive  behavior  via 
the  credits. 

4.  The  TEP  appears  to  be  a  relatively  inexpensive  method  of  treat- 
ment for  chronic  patients. 

The  average  cost  per  patient/per  month  on  the  TEP  is  $2.60.  This 
represents  the  cost  of  canteen  goods  purchased  by  patients  with 
behavioral  credits.  The  average  value  of  each  credit  or  token  is  21/2 
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cents.  When  compared  to  the  cost  of  "personal  comforts"  tradition- 
ally provided  for  the  patients  on  a  non-contingent  basis,  this  actual- 
ly represents  a  savings  to  the  institution  in  patient  care.  In  addition, 
it  leads  to  the  signifcant  changes  in  appropriate  patient  behavior 
noted  above. 

CONCLUSION 

This  paper  presents  a  model  for  behavior  modification  of  chroni- 
cally ill  patients  in  an  institutional  setting.  The  model  is  similar 
to  that  applied  in  other  institutions  with  other  types  of  patients.^-^--'^'^'' 
Its  main  features  include  a  high  degree  of  effectiveness  in  increas- 
ing the  absolute  level  and  stability  of  appropriate  patient  behavior, 
and  low  cost. 


REFERENCES 

^Ayllon,  T.  &  Azrin,  N.  H.  The  token  economy.  New  York:  Apple- 
ton-Century-Crofts,  1968. 

^Schaeffer,  H.  H.  &  Martin,  P.  L  Behavioral  therapy.  New  York: 
McGraw-Hill,  1969. 

■^Ayllon,  T.  &  Michael,  J.  The  psychiatric  nurse  as  a  behavioral 
engineer.  Journal  of  the  Experimental  Analysis  of  Behavior,  1959,  2, 
323-334. 

-'Atthowe,  J.  M.  &  Krasner,  L.  A  preliminary  report  on  the  appli- 
cation of  contingent  reinforcement  procedures  (token  economy)  on 
a  chronic  psychiatric  ward.  Journal  of  Abnormal  Psychology,  1968, 
73,  37-43. 

=5Girardeau,  F.  L.  &  Spradlin,  J.  E.  Token  rewards  in  a  cottage 
program.  Mental  Retardation,  1964,  2,  345-351. 

•^Burchard,  J.  D.  Systematic  socialization:  a  programmed  en- 
vironment for  the  habilitation  of  antisocial  retardates.  Psychological 
Record,  1967,  17,  461-476. 

'Lawson,  R.  B.,  Greene,  R.  T.,  Richardson,  J.  S.,  McClure,  G.,  & 
Padina,  R.  J.  Token  economy  program  in  a  maximum  security  cor- 
rectional hospital.  Journal  of  Nervous  and  Mental  Disease,  1971, 
152,  199-206. 


INVOLVING  POLICE  AND  PEOPLE  IN  THEIR 

COMMUNITY  VIA  MENTAL  HEALTH 

EDUCATION-A  CASE  STUDY 

Robert  J.  Gregory,  Ph.D. 

Executive  Secretary 
Drug  Action  of  Wake  County,  Inc. 


Introduction 

Comprehensive  community  mental  health  centers  continue  to 
develop  in  major  American  cities,  small  towns,  and  even  rural  areas, 
but  social  crises  remain  rampant.  In  response  to  trends  toward 
increasing  crime,  violent  dissent,  alienation,  and  unrest,  both 
obvious  and  latent  resources  must  begin  to  deal  with  the  social 
arrangements  in  communities.  Mental  health  centers  are  uniquely 
situated  to  play  a  significant  role  in  helping  to  solve  these  problems. 

The  following  case  study  is  a  report  of  an  attempt  by  the  staff 
of  a  mental  health  center  to  develop  an  educational  program.  It 
describes  a  method  for  increased  involvement  in  community  affairs 
by  police  of  the  community,  and  documents  one  social  action 
approach  towards  mental  health  in  a  community  context. 

Community  Context 

The  power  structure  within  most  American  communities  can 
be  conceptualized  as  a  pyramid.  Relatively  few  people  are  near  the 
top  of  the  social  structure,  while  many  are  near  the  bottom,  as 
evidenced  by  wealth,  political  decision-making,  social  status,  edu- 
cation, occupational  status,  and  other  measures.  The  lower  strata 
include  the  poor,  delinquent,  aged,  handicapped,  minorities,  re- 
tarded, and  other  less  than  acceptable  peoples,  while  upper  strata 
include  the  successful,  well-to-do,  powerful  and  acceptable  leaders. 
Little  contact  occurs  aside  from  routinized  role  playing  between 
the  top  and  the  lower  strata  of  the  hierarchy.  The  people  in  the 
middle  sectors  are  important  in  communicating  and  interacting  i 
both  upward  and  downward,  but  their  interest  and  orientation  has 
been,  and  remains,  upward.  j 

Filling  mitigating  roles   in   the   middle  of  this   hierarchy  are  i 
policemen,    probation    officers,    social    service    workers,    teachers, 
ministers,  and  others.  The  public  schools  remain  central  as  an 
avenue  of   upward   social   mobility  and   as   the   key   socialization 
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agency.  Police  departments  are  increasingly  publicized  in  their 
occasional  roles  of  quelling  unrest  but  are  rarely  described  in  the 
helping  roles  they  play  every  day.  Other  community  social,  health, 
and  welfare  agencies  are  similarly  charged  with  setting  and  en- 
forcing standards,  serving  the  "downtrodden,"  maintaining  order, 
and  rehabilitating  many. 

The  problems  in  American  communities  are  similar  and  are 
often  directly  related  to  this  power  structure.  The  simplistic  view 
presented  here  is  brief  because  of  space  limitations,  but  the  argu- 
ment can  be  elaborated  upon  by  the  reader  with  relative  ease. 
People  at  the  bottom  are  poverty-stricken,  prone  to  steal  from  the 
rich,  hopeless  in  terms  of  future  goals,  unemployed,  and  psycho- 
logically alienated  and  impoverished.  People  at  the  middle  are 
oriented  upward,  and  so  are  prejudiced  towards  those  at  the  bottom. 
They  are  insecure  about  their  identity,  and  hold  to  material  pos- 
sessions and  the  letter  of  the  law  to  the  exclusion  of  human  values. 
People  in  the  middle  are  under  tremendous  pressure  to  conform 
to  climb  higher,  with  such  stress  leading  to  breakdowns,  alcoholism, 
and  drug  abuse.  People  at  the  top  are  generally  healthier  than 
those  below,  but  may  be  cynical,  psychopathic,  or  guilt  ridden. 
They  may  increasingly  fear  the  breakdowns  in  social  control  repre- 
sented by  riots  and  yet  contribute  to  the  creation  of  conditions 
which  will  lead  to  social  unrest. 

Mental  health  in  this  context  can  be  conceptualized  as  a  means 
to  facilitate  expanded  awareness  by  individuals  and  groupings  of 
individuals  of  their  social  relationships.  Rational  relationships  be- 
tween people,  continued  growth  of  acceptance  of  other  people, 
settling  differences  by  mediation  and  arbitration,  and  involvement 
and  awareness  of  involvement  in  a  complex  net  of  human  beings 
are  some  of  the  goals  of  mental  health,  community  style.  Com- 
munity, as  well  as  group  and  organizational  exchanges,  are  urgently 
needed  to  enlarge  the  consensus.  Exchanges  are  needed  from  top 
to  bottom,  as  well  as  among  horizontal  levels  in  the  power  struc- 
ture. The  quantity  and  quality  of  these  relationships  need  revitali- 
zation,  and  it  is  not  enough  to  "adjust  individuals."  Community 
mental  health  may  have  to  begin  with  individual  mental  health, 
not  because  it  is  important,  but  because  that  is  the  orientation, 
philosophy,  methodology  and  training  of  practitioners  currently. 
Social  action  and  research,  coupled  with  the  traditional  "individu- 
alistic" mental  health  professions,  can  play  a  role  in  solving  the 
awesome  social  problems  now  confronting  us.  The  architects  and 
designers  of  individual  change  have  been  guided  for  too  long  by 
stagnant,  static  concepts,  patterns  of  action  and  results.  The 
activists  have  been  similarly  obstructing  social  change  through 
their  limited  either-or  views. 
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Program  Background 

Through  staff  interests  and  community  requests,  three  distinct 
programs — consultation  with  selected  ministers,  police  training, 
and  teacher  training — were  initiated  in  one  year  by  the  mental 
health  center  serving  a  small  southern  city.  The  three  projects  were 
not  related,  except  for  the  involvement  of  staff  from  the  center  in 
each  of  the  projects.  The  first  project  concerned  consulting  with 
ministers  in  a  military  town  filled  with  transient  people  under  stress. 
Many  of  the  thousands  of  troops  had  wives  and  families  but  mar- 
riages were  less  stable  and  secure  than  elsewhere.  Children  were 
affected  by  temporary  or  permanent  loss  of  fathers,  and  the  move- 
ment of  families  from  one  military  post  to  another.  Problems 
affected  many  individuals  and  families  on  the  poverty  level  (over 
fifty  percent  of  the  population  qualified  under  Office  of  Economic 
Opportunity  guidelines).  Ministers  and  pastors  were  called  upon 
to  help  in  emotional  crises  and  times  of  need,  but  they  were  not 
trained  to  deal  with  "emotionally-laden"  counseling.  A  group  of 
ministers  requested  help  from  the  mental  health  center,  and  one 
social  worker  assumed  responsibility  for  this  project.  He  provided 
professional  supervision  and  consultation  to  a  number  of  ministers, 
who  found  this  help  useful  in  their  work. 

At  the  request  of  the  local  police  chief  a  series  of  classes  was 
held  at  the  mental  health  center  for  about  twenty-five  rookie  offi- 
cers. Concerned  with  alcoholism,  drug  abuse,  and  the  problems  of 
emotionally  disturbed  people,  the  course  also  sought  to  develop 
self-understanding  among  the  officers.  The  mental  health  center 
was  able  to  provide  a  limited  number  of  consultants,  such  as  a 
third-year  resident  psychiatrist,  to  lead  discussions. 

The  third  project  involved  teacher  training.  Through  negotiated 
contracts  with  the  county  and  city  school  systems,  the  mental 
health  center  provided  evaluation  and  treatment  for  individual 
children,  training  of  supportive  staff,  and  consultation.  The  need 
for  prevention  and  increasing  services  to  many  individuals,  rather 
than  limiting  service  to  only  a  few,  led  to  an  agreement  on  mental 
health  training  for  classroom  teachers. 

A  class  for  about  40  teachers  was  designed,  with  lectures 
followed  by  small  group  discussions.  Each  discussion  group  was 
led  by  a  staff  member  of  the  mental  health  center,  while  lectures 
about  classroom  management  of  children  were  provided  both  by 
staff  members  from  the  center  and  consultants.  The  interaction 
among  teachers  from  different  areas  of  the  community,  who  were 
working  with  different  grade  levels  and  socio-cultural  types,  was 
especially  useful  in  formulating  management  techniques  appro- 
priate to  the  mental  health  of  children. 
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Following  these  three  experimental  projects,  discussions  en- 
sued about  a  more  comprehensive  mental  health  program  for  police 
officers,  teachers,  ministers,  and  personnel  from  health  and  welfare 
agencies.  Gradually  a  plan  of  mental  health  education  emerged  for 
the  next  year,  beginning  with  a  series  of  general  objectives  which 
included  the  following: 

1.  To  develop  an  appreciation  of  human  needs  in  meeting  the 
demands  of  everyday  living. 

2.  To  develop  an  understanding  of  the  difference  between 
normal  and  abnormal  behavior. 

3.  To  develop  tolerance  for  the  difference  in  individual  per- 
sonalities. 

4.  To  gain  an  appreciation  of  and  be  able  to  use  appropriately 
the  many  resources  which  support  mental  health. 

5.  To  develop  an  understanding  of  the  network  of  relation- 
ships between  disciplines,  agencies  and  institutions  in  the 
community. 

More  specific  goals  were  developed  for  each  of  the  groups,  such 
as  the  following  goals  for  policemen: 

1.  Assist  recruits  in  understanding  their  own  motivation  and 
behavior. 

2.  Provide  information  about  abnormally  behaving  people  in- 
cluding alcoholics,  emotionally  disturbed  individuals  and 
delinquents. 

3.  Provide  an  opportunity  for  recruits  to  discuss  attitudes  and 
feelings  about  troubled  people. 

As  a  consequence  of  this  training,  center  staff  predicted  better 
understanding  of  self  and  of  deviant  behavior,  prejudices  and 
various  roles  in  the  community  would  come  about  for  all  partici- 
pants involved. 

Also  predicted  was  an  increase  in  quantity  and  quality  of  con- 
tact between  members  of  divergent  groups.  These  groups  included 
black  and  white,  young  and  old,  rich  and  poor,  straight  and  "freak," 
and  members  of  various  disciplines  and  varied  geographic  sectors 
of  the  community. 

As  conceived,  small  group  sessions  for  teachers,  community 
workers  and  selected  policemen  with  trained  mental  health  workers 
as  leaders  would  focus  on  the  general  area  of  mental  health,  feel- 
ings, and  attitudes.  These  classes  were  to  be  held  at  the  local  com- 
munity college.  Pre  and  post  tests  were  designed  to  measure  the 
impact  of  the  small  group  sessions. 
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An  announcement  was  prepared  for  local  radio  stations,  news- 
papers, and  for  a  brochure  to  be  distributed.  The  information  was 
circulated  at  meetings  and  by  personal  contact.  Part  of  the  an- 
nouncement read  as  follows: 

The  mental  health  center  announces  a  course  in  mental 
health  issues,  problems  and  ideas.  Mental  health  and  its 
relationship  to  the  community  will  be  explored  in  detail. 
For  example,  problem  families,  drugs  and  narcotics,  alco- 
holism, emotional  disturbance,  poverty,  and  human  rela- 
tions will  be  among  the  discussion  topics.  For  people  who 
work  with  other  people,  these  classes  will  provide  an  ex- 
cellent opportunity  to  learn  about  human  relationships  and 
psychological  skills  used  in  dealing  more  effectively  with 
people. 

The  Classes 

As  planned,  seven  sections  of  "Community  Mental  Health  Edu- 
cation" began  during  January,  1969,  and  seven  more  followed  in 
September.  Classes  met  for  two  hours  each  week  in  late  afternoon 
or  early  evening  during  a  sixteen-week  semester  initially  and  for 
twelve  weeks  during  the  later  session.  Halfway  through  the  first 
semester,  one  of  the  evening  sections  was  cancelled  due  to  poor 
attendance  and  lack  of  interest.  The  remaining  members  of  this 
class  were  transferred  into  another  section  if  they  desired  and  six  | 
sections  concluded  the  first  semester  in  May,  1969.  Seven  more 
sections  were  completed  in  December,  1969. 

The  classroom  experiences  varied  depending  on  such  factors 
as  the  instructor,  composition  of  membership  of  the  class,  resource 
people  involved,  and  topics  considered  from  week  to  week. 

Several  classroom  techniques  were  used,  including  discussions, 
brief  lectures  and  presentations  by  community  resource  repre- 
sentatives followed  by  discussions,  encounter  groups,  and  field 
visits. 

The  instructors,  selected  from  a  variety  of  backgrounds,  had  a 
strong  influence  on  the  class  "style"  and  reactions  that  class  mem- 
bers experienced.  Each  of  the  14  classes  was  led  by  a  different 
instructor.  Most  instructors  had  a  master's  degree,  with  three  hold- 
ing a  doctorate.  Disciplines  ranged  from  vocational  rehabilitation 
(1),  social  work  (6),  religious  education  (1),  psychology  (2),  to  guid- 
ance and  counseling  (1),  and  others.  About  half  of  the  instructors 
were  from  the  military  post  and  another  half  from  the  mental 
health  center.  Most  instructors  were  actively  involved  in  community 
activities  and  were  concerned  about  making  the  community  a  better 
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place  to  live.  Instructors  were  selected  through  personal  and  pro- 
fessional contacts  of  the  author,  and  were  screened  by  members 
of  the  community  college  and  the  mental  health  center.  Although 
most  volunteered,  small  payments  for  their  services  were  arranged 
through  grant  money,  existing  positions  at  the  center,  or  the  com- 
munity college. 

A  heavy  emphasis  was  placed  on  discussion  in  the  classes. 
However,  reading  materials,  films  and  community  resource  people 
were  used  to  provide  basic  information.  At  the  beginning  of  the 
semester  each  class  member  received  a  packet  of  booklets  (free 
to  policemen;  minimum  charge  to  other  class  members).  Instructors 
and  class  members  often  found  interesting  and  relevant  magazine 
articles,  and  excerpts  from  books  or  pamphlets  which  were  mimeo- 
graphed and  distributed  to  the  class  members. 

One  of  the  most  valuable  aspects  of  the  classes  was  the  ex- 
posure to  and  interaction  with  community  resource  people.  These 
persons  were  invited  to  the  classes  to  make  a  brief  presentation 
followed  by  questions,  discussions,  and  more  rarely,  answers.  The 
resource  persons  sometimes  described  agencies  or  programs  or 
presented  particular  points  of  view.  Sometimes  they  served  simply 
to  stimulate  discussion  by  asking  questions  of  the  class  members 
about  their  views  on  particular  issues.  The  interaction  that  took 
place  in  these  sessions  was  generally  exciting.  No  one  section  of 
the  classes  met  with  all  of  the  resource  people.  Much  of  the  plan- 
ning for  the  class  sessions  was  done  by  instructors  and/or  by  class 
members.  Thus,  several  sections  met  with  only  a  few  resource 
people,  while  other  sections  had  one  or  several  different  resource 
persons  every  week. 

Basic  Information  Provided 

The  classes  provided  basic  information  about  mental  health 
and  mental  illness.  Class  members  learned  about  psychological 
problems,  gained  some  understanding  of  the  causes,  and  some 
knowledge  of  helpful  ways  to  relate  to  people  with  problems. 

Another  goal  of  the  classes  involved  the  community's  resources. 
Representatives  of  several  community  agencies  talked  about  their 
programs,  and  some  of  the  classes  even  held  one  or  more  meetings 
at  various  agencies.  The  resource  persons  provided  information  on 
where  to  go  or  where  to  refer  people  in  the  community  for  specific 
kinds  of  help. 

During  registration,  efforts  were  made  to  place  a  variety  of 
people  and  professions  in  each  class.  As  it  turned  out,  there  were 
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approximately  four  teachers  and  two  law  enforcement  people  in 
each  class  in  the  initial  seven  sections,  with  fewer  police  and  more 
teachers  in  the  later  sessions/ Nurses,  personnel  from  helping 
agencies,  secretaries,  housewives,  and  others  were  distributed 
throughout  the  sections.  This  type  of  composition  enabled  members 
to  have  personal  contact  with  people  they  might  not  ordinarily  meet. 
This  aspect  of  the  course  was  found  to  be  extremely  beneficial.  Not 
only  did  class  members  come  to  understand  the  roles  of  the  job 
each  must  fill,  but  many  reported  that  they  felt  more  free  to  call 
upon  others  outside  of  class.  For  example,  a  teacher  reported  call- 
ing on  a  policeman  to  speak  to  her  junior  high  class  about  law 
enforcement  problems.  Another  woman  reported  calling  on  a  police- 
man for  practical   legal   information. 

Another  aim  of  the  classes  involved  attitudes  and  self  under- 
standing. Many  of  the  discussions  centered  around  personal  feel- 
ings and  attitudes  toward  various  mental  health  topics  or  problems. 
For  example,  a  few  of  the  classes  discussed  mental  retardation 
and  members  shared  their  feelings  toward  retarded  children.  The 
same  approach  was  used  in  discussions  of  race,  alcoholism  and 
hippies. 

Along  the  same  lines,  encounter  groups  were  set  up  to  provide 
class  members  with  firsthand  experience.  It  is  one  thing  to  read 
about  alcoholism  and  another  to  talk  with  an  alcoholic  and  hear 
him  describe  D.T.'s.  Some  discussions  concerned  the  arrest,  hand- 
ling, and  treatment  needs  of  alcoholics,  how  they  were  handled  by 
the  police,  and  why  the  community  did  not  have  better  resources 
for  treatment. 

Encounter  groups  can  be  a  means  for  opening  dialogue  be- 
tween very  different  elements  of  society,  with  the  best  example 
provided  by  hippies.  Encounters  with  hippies  and  drug  users  were 
arranged  and  provided  a  situation  where  individuals  could  discuss 
their  differences,  try  to  understand  each  other,  and  recognize  that 
similarities  were  found  at  least  as  often  as  differences.  The  young 
people  who  came  to  confront  the  "straight"  people  learned  that 
some  of  their  concerns  were  actually  heard,  that  sterotypes  existed 
in  their  own  thinking,  and  that  broader  community  issues  united 
them  with  the  "straight"  world. 

Evaluation 

Four  forms  of  evaluation  utilized  included  attendance,  the 
subjective  view  of  the  author,  a  pre  and  post  attitudinal  rating 
scale,  and  a  questionnaire  administered  at  the  conclusion  of  the 
classes. 
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Attendance  and  drop  out  rates  were  indicators  of  problems 
with,  and  interest  and  involvement  of,  the  classes.  One  of  the  major 
difficulties  encountered  was  the  problem  of  police  involvement  in 
the  classes.  Police  participation  was  essential,  but  law  enforcement 
personnel  are  overworked  and  underpaid.  The  time  they  spend 
appearing  in  court  is  not  a  recognized  part  of  their  job  and  court 
time  and  other  job  connected  situations  interfered  with  class  meet- 
ings. Policemen  on  the  average  missed  four  to  five  of  the  class 
meetings,  and  eight  policemen  of  twenty-three  involved  eventually 
dropped  out. 

Original  motivation  for  attending  may  also  have  been  a  deter- 
mining factor  for  poor  attendance  and  drop  outs.  Policemen  were 
not  originally  highly  motivated  nor  involved  in  the  classes;  their 
initial  interest  was  probably  not  entirely  voluntary.  Their  superiors 
encouraged  them  to  attend  the  classes,  but  beyond  this,  there  were 
no  clear  vocational  rewards  for  attendance.  Thus,  they  had  less 
invested  and  were  less  committed. 

Attendance  records  of  teachers  presented  a  graphic  contrast 
with  those  of  the  policemen,  for  no  teachers  dropped  out,  and  the 
average  number  of  absences  was  only  one.  Many  teachers  never 
missed  a  class.  In  terms  of  motivation,  most  of  the  teachers  were 
taking  the  course  for  the  credit  it  offered  for  renewal  of  their  teach- 
ing certificate.  Thus,  the  teachers  were  motivated  to  attend  at  least 
for  the  purpose  of  certification  renewal. 

For  other  people  in  these  classes,  there  did  not  seem  to  be  any 
external  motivation.  They  came  because  they  were  interested  and 
hoped  for  a  profitable  experience.  Even  the  teachers  who  may  have 
originally  attended  because  of  certification,  showed  interest  and 
involvement;  attendance  was  beyond  that  minimally  required.  And 
when  the  policemen  attended,  they  too  showed  interest  and  involve- 
ment in  the  classes. 

The  subjective  opinion  of  the  author  is  that  the  objectives  of 
the  course  were  met:  The  classes  stirred  up  much  interest,  and  a 
waiting  list  developed  during  the  initial  series  of  classes.  As  a  con- 
sequence, in  September,  1969,  seven  new  classes  were  begun. 
Continuation  of  the  classes  in  the  future  is  likely,  given  continued 
support  of  the  mental  health  center.  The  survival  of  the  classes 
constitutes  one  measure  of  the  evaluation  procedure. 

Some  measure  of  satisfaction  of  class  members  was  accom- 
plished through  personal  involvement  by  the  author.  Numerous 
meetings  were  held  with  instructors,  class  members  and  other 
individuals  to  ascertain  their  reactions.  Generally  speaking,  with 
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some  minor  dissatisfactions,  most  of  the  reactions  to  the  classes 
were  positive  and  useful. 

A  semantic  differential  attitudinal  rating  scale  designed  to 
measure  attitude  changes  toward  police,  the  mental  health  center 
and  various  institutions  and  groups  was  administered  to  the  class 
members  before  and  after  the  course.  The  results  of  the  semantic 
differential  were  not  tested  for  statistical  significance,  but  were 
"eye  balled"  for  indicative  general  trends. 

Changes  in  attitude  ratings,  with  positive  changes  toward  other 
agencies  and  negative  changes  toward  own  agencies,  were  evident. 
One  possible  interpretation  of  the  attitude  changes  is  that  the  class 
members  became  less  defensive  about  their  own  agencies,  and 
more  open  to  other  groups  in  the  community.  This  does  not  mean 
that  members  grew  dissatisfied  with  their  agencies  but  that  they 
became  less  defensive  about  them.  Openness  and  sensitivity  to 
others  was  one  of  the  goals  of  the  course. 

At  the  conclusion  of  each  session  of  the  course,  a  brief  ques- 
tionnaire was  administered  to  obtain  evaluations,  ratings,  and 
criticism.  In  rating  the  course  on  a  seven  point  scale  from  excellent 
to  average  to  terrible,  54  respondents  in  the  first  session  had  a 
mean  score  of  2.5,  between  good  and  very  good.  Some  63  respon- 
dents in  the  second  session  had  a  mean  score  of  2.2,  closer  to  very 
good.  When  asked  whether  the  course  should  be  repeated,  49  in 
the  first  and  all  63  in  the  second  sessions  replied  yes.  Class  mem- 
bers also  rated  the  course  on  a  list  of  bi-polar  adjectives.  The  mean 
scores  for  the  ratings  indicated  that  the  following  adjectives  were 
descriptive  of  the  course:  valuable,  effective,  democratic,  modern, 
future-oriented,  discussion,  good,  success,  and  friendly. 

Conclusion 

In  terms  of  systems  thinking,  the  community  is  composed  of 
groups  of  people  or  elements  which  are  linked  together  by  ex- 
changes. A  boundary  serves  to  regulate  input  and  output,  while 
internal  governing  and  monitoring  devices  regulate  internal  ex- 
changes and  activities.  Most  communities  have  too  few  exchanges, 
and  elements  or  groupings  of  people  are  not  linked  together  within 
common  boundaries.  More  exchanges  which  are  positive  and  peace- 
ful are  needed.  The  described  project  was  an  attempt  to  increase 
exchanges  between  groups  in  the  community.  Among  groups 
brought  into  the  classes  were  blacks,  whites,  some  Indians,  elderly 
and  young,  military  and  civilian,  straight  and  "freaks,"  male  and 
female,  and  finally,  relatively  rich  and  relatively  poor.  Through 
guided  discussions,  informal  and  formal  classes,  common  partici- 
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pation  in  field  trips,  conversations,  and  confrontations,  exchanges 
were  above  and  beyond  those  typically  occurring  in  this  community 
and  therefore  represent  social  change. 

Proponents  of  non-violent  social  change  have  frequently  at- 
tempted to  bring  about  changes,  and  have  almost  surrendered 
because  of  lack  of  impact.  Some  people  claim  that  present  social 
systems  cannot  be  changed  without  revolution,  violence,  demon- 
strations, and/or  riots.  The  reactions  and  backlashes  generated, 
however,  may  negate  any  advances  made.  The  promise  of  social 
change  depends  upon  talking  and  opening  dialogue  between  many 
groups  in  the  social  system,  and  this  can  be  accomplished  through 
small  group  interaction.  The  impact  from  this  project  was  not  tre- 
mendous, but  was  present  and,  more  importantly,  it  can  be  magni- 
fied in  the  future.  Maintenance  and  extension  of  this  and  similar 
project(s)  is  needed.  To  critics  who  indicate  that  discussions  with 
people  different  from  themselves  are  harmful,  let  them  be  reminded 
that  revolution  and  revolt  take  place  when  dialogue  is  not  possible. 
The  need  for  social  changes  in  American  communities  is  great  and 
will  occur  either  through  revolt  and  revolution,  or  through  more 
moderate  means,  such  as  these  classes. 


NOTE:  Research  grants  were  received,  with  appreciation,  from  the  Walter  E. 
Meyer  Foundation,  the  Psychological  Society  for  the  Study  of  Social  Issues,  the 
U.  S.  Office  of  Justice,  and  the  Division  of  Research  of  the  North  Carolina  De- 
partment of  Mental  Health  for  various  aspects  of  the  project. 
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ABSTRACT 

The  interrelationship  between  mental  retardation  and  emotional  disturb- 
ance is  increasingly  being  recognized.  The  paucity  of  facilities,  especially  for 
treating  the  emotionally  disturbed,  demand  that  the  professional  staff  in  cen- 
ters focusing  on  other  problems  rally  to  the  needs  of  the  disturbed  wherever 
they  are  found.  The  author  briefly  describes  the  social  work  treatment  of  a 
borderline  schizophrenic  who  was  admitted  to  a  state  institution  for  the 
mentally  retarded,  and  suggests  some  conditions  which  must  be  met  by  such 
an  institution  if  healing  help  is  to  be  given  to  the  emotionally  disturbed 
retardate. 


Resources  for  treating  the  emotionally  disturbed  child  in  North 
Carolina  are  woefully  inadequate.  This  fact  was  well-known  even 
prior  to  the  Study  Commission  on  North  Carolina's  Emotionally 
Disturbed  Children  which  was  created  by  the  North  Carolina  Gen- 
eral Assembly  in  1969  by  Joint  Resolution  629.  Among  the  findings 
presented  by  the  Commission  in  December,  1970  is  their  estimate 
of  2,400  children  in  our  state  for  whom  residential  psychiatric  treat- 
ment is  indicated,  and  the  disparity  of  facilities  which  can  accomo- 
date only  110.  The  estimate  of  2,400  probably  is  a  conservative  one; 
the  number  of  children  who  need  some  sort  of  psychiatric  help  is 
legion.  When  this  problem  is  further  compounded  by  rigid  admission 
policies  of  some  facilities  which  offer  preferential  admission  to 
those  in  the  range  of  normal  intelligence,  receiving  a  favorable 
prognosis,  and  from  families  willing  to  involve  themselves  in  ther- 
apy, it  becomes  tragically  apparent  that  most  emotionally  disturbed 
children,  especially  those  with  subnormal  intelligence,  will  not  re- 
ceive psychiatric  care  in  a  specifically  designated  psychiatric 
facility. 

What  is  also  well  known  to  the  caretakers  and  to  the  profes- 
sional staff  within  residential  centers  focusing  on  specific  problems 
such  as  delinquency  or  retardation  is  that  many  of  these  residents 
are  emotionally  disturbed,  also.  Thus,  an  emotionally  disturbed 
child,  because  of  his  unacceptable  social  behavior  and  the  un- 
favorable image  he  has  created,   may  get  into  trouble  with  the 
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courts  and  be  committed  to  a  correctional  institution.  Similarly,  an 
emotionally  disturbed  child  who  is  retarded  may  be  admitted  to 
an  institution  for  the  retarded  because  of  the  primary  diagnosis  of 
retardation. 

Centers  for  the  retarded  daily  are  confronted  with  both  children 
and  older  retardates  who  have  been  admitted  as  a  last  resort  on 
the  part  of  the  community  to  rid  itself  and  the  family  of  social 
problems,  or  because  these  problems  have  been  incorrectly  diag- 
nosed. Part  of  the  rationalization  that  "in  the  center  he  is  at  least 
protected,"  or  "all  he  needs  is  love,  anyway"  merely  masks  the 
dimensions  of  the  problem,  and  ignores  the  behavioral  dynamics 
especially  in  those  cases  where  there  is  spontaneous  improvement. 

As  a  professional  group,  social  workers  have  been  sensitive  to 
the  unmet  needs  of  the  emotionally  disturbed  retardate,  and  have 
sought  to  refine  their  skills  and  redefine  their  function  in  ways 
that  will  be  meaningful  to  the  individual  client  and  significant  in 
an  expanded  concept  of  treatment  possibilities  for  this  group. 

It  is  incorrect  to  assume  that  all  retarded  children  are  emo- 
tionally disturbed,  or  that  all  the  unusual  behavior  manifested  by 
retardates  is  indicative  of  mental  illness.  Clearly,  "different"  be- 
havior may  be  part  of  a  syndrome  of  mental  retardation,  and  as 
such  would  be  unlikely  to  yield  to  any  therapy  focusing  on  exogen- 
ous causation.  Social  work  treatment  must  rest  on  differentiation 
of  the  problem  manifested,  that  is,  whether  it  is  related  to  endo- 
genous or  biological  causation,  or  whether  it  is  related  to  exogenous 
difficulties. 

This  paper  is  concerned  with  the  social  work  treatment  of  an 
emotionally  disturbed  child  of  borderline  intelligence  who  was 
institutionalized  at  a  state  center  for  the  retarded.  His  basic  diffi- 
culty seemed  to  lie  in  the  exogenous  factor  of  primary  parental 
relationships  which  may  or  may  not  have  accounted  for  his  mani- 
festation of  retardation.  Also,  some  of  the  strengths  within  the 
institution  for  providing  help  in  the  healing  process  are  suggested, 
and  a  brief  definition  made  of  additional  conditions  which  must 
exist  in  such  an  institution  if  the  emotionally  disturbed  retardates 
are  to  receive  the  help  which  is  their  right. 

The  Case  of  Joe 

Joe,  an  eleven-year  old  Negro  male,  diagnosed  by  a  mental 
health  clinic  and  again  at  a  state  psychiatric  hospital  as  a  childhood 
schizophrenic,  was  admitted  to  a  center  for  the  retarded  about  six 
months  after  his  discharge  from  the  hospital.  He  had  received  very 
limited  psychiatric  care  at  the  hospital  during  his  unhappy  year 
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there,  but  he  was  discharged  with  minimal  improvement  and  with 
a  recommendation  for  home  placement  and  participation  in  com- 
munity special  education  classes.  Although  he  tested  as  borderline 
normal,*  several  psychologists  who  tested  him  concurred  that  his 
intellectual  functioning  was  impaired  because  of  his  emotional  dis- 
turbance, and  they  suspected  he  was  of  at  least  average  intel- 
ligence. 

His  return  home  was  chaotic.  After  several  suspensions  from 
special  education  class  in  the  public  school,  he  was  permanently 
expelled.  His  behavior  worsened.  He  ran  away  from  home  several 
times,  became  aggressive  with  other  children.  His  anxiety  and 
fright  intensified. 

Joe's  problems  were  compounded  by  inadequate  and  poorly 
advised  parenting.  His  father  was  temporarily  out  of  the  home,  and 
his  mother's  personal  problems  were  such  that  she  was  unable  to 
cope  with  a  sick  child  whom  society  seemed  so  ready  to  desert, 
and  already  had  stereotyped. 

Frantically,  the  mother  turned  to  the  local  child  welfare  worker 
who  exhausted  all  known  resources  before  the  application  finally 
was  made  to  the  center.  Upon  admission,  this  emotionally  disturbed 
child  entered  a  whole  new  world  of  activity  and  program  geared  to 
the  mentally  retarded,  and  began  association  in  an  institution  where 
caretakers  were  unfamiliar  with  concepts  such  as  "fragile  ego," 
"unconscious  motivation,"  "non-rational  and  unexplained  behavior." 

Joe  interpreted  his  placement  in  the  center  as  maternal  rejec- 
tion, although  he  continued  to  be  defensive  of  his  mother  and 
found  rationalization  for  even  her  most  bizzare  behavior.  He  saw 
all  the  world  as  hostile  and  inconsistent,  all  the  caretakers  as  repre- 
sentatives of  a  system  aimed  at  meting  out  punishment  he  felt  he 
deserved.  He  was  preoccupied  with  thoughts  of  his  own  badness 
and  with  plans  for  self-destruction.  His  self-image  was  extremely 
poor,  a  fact  unrecognized  by  many  who  tended  to  see  his  bragga- 
docio and  boisterous  behavior  as  "smart  aleck,"  "superiority  com- 
plex," "the  rudest  child  we  ever  had  here."  His  communication  with 
adults  came  in  short,  jerky  sentences,  often  unrelated  to  the  topic, 
at  hand.  His  attention  span  was  unbelievably  short. 


*0n  the  Wise  he  attained  a  verbal  IQ  score  of  91,  a  performance  score  of 
93,  and  a  full  score  IQ  score  of  85.  Verbal  Mean  Test  Age  was  8-8,  Performance 
Test  Age  10-1,  and  Full  Scale  Mean  Test  Age  was  9-5.  Subtest  scatter  was  quite 
uneven  ranging  from  a  low  Mean  Test  Age  of  7-0  on  arithmetic,  up  to  highs  of 
11-6  on  Similarities,  and  13-0  on  Object  Assembly.  The  WISC  results  are  felt  to 
be  at  least  a  slight  underestimate  of  his  potential,  which  is  felt  to  be  at  least 
low  average. 
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From  the  beginning  he  did  not  "fit."  Assignment  to  the  proper 
living  unit  was  difficult  as  the  boys  of  his  chronological  age  were 
incompatible  with  his  intellectual  level  and  his  emotional  needs. 
He  threatened  the  daily  routine  which  emphasized  submission, 
passivity,  and  conformity.  His  frequent  disruptive  behavior  was 
punished  in  a  variety  of  ways,  and  ultimately  by  detention  in  closed 
wards  for  the  severely  and  profoundly  retarded.  Joe  was  unable  to 
respond  positively  to  any  punishment  since  the  punishments,  real 
and  fantasized,  met  his  need  for  being  hurt,  and  confirmed  un- 
deniably to  him  his  self  image  of  "evil,"  "bad,"  and  "worthless." 

Joe  was  seen  by  the  author  in  play  therapy  for  fifty  minutes 
almost  daily  for  the  year  he  was  institutionalized.  There  was  a 
noticeable,  often  dramatic  improvement  during  the  first  seven 
months;  the  last  five  months  were  temptuous  with  very  little  im- 
provement, perhaps  even  regression.  Specific  planning  for  dis- 
charge was  unsatisfactory  because  of  the  indefinite  reality  of  the 
family's  plans,  and  their  inability  to  involve  Joe  in  planning  within 
what  little  reality  did  exist. 

Social  Service  Goals  for  Joe 

The  social  service  goals  were  flexible  and  varied.  They  were: 

1.  To  provide  one  constant  person  with  interest  and  concern 
for  Joe  regardless  of  his  living  unit  transfers.  The  social 
worker  became  the  "good  mother"  in  the  nurturing  relation- 
ship. 

2.  To  provide  a  reality-oriented  relationship  since  he  was  not 
able  always  to  differentiate  between  fact  and  fantasy. 

3.  To  achieve  a  depth  understanding  of  dynamics  in  his  dis- 
tress as  a  basis  for  a  therapeutic  relationship  with  him,  and 
for  interpretation  to  others  who  worked  with  him. 

4.  To  utilize  ego-building  procedures  to  enable  him  to  feel 
more  comfortable  with  himself  and  to  master  the  tasks  of 
daily  living. 

5.  To  help  him  develop  a  sense  of  trust,  first  for  one  other 
person,  and  later  a  pervasive  trustfulness  toward  life. 

6.  To  help  him  learn  to  express  his  feelings  in  honest  and 
socially-acceptable  ways.  Only  as  he  learned  to  express  his 
feelings  verbally  was  he  able  to  develop  any  insight  into  his 
behavior  and  to  take  initial  steps  in  control  of  his  behavior. 

7.  To  counsel  with  his  mother,  and  plan  toward  Joe's  eventual 
return  home. 


34   N.  C.  JOURNAL  OF  MENTAL  HEALTH 

The  Beginning  Phase 

During  the  early  weeks  of  therapy,  Joe  was  seen  in  the  social 
worker's  office.  His  need  to  touch  everything  and  his  real  destruc- 
tiveness  of  state  and  personal  property  eventually  precluded  further 
meetings  there.  Later,  a  simple  play  room  was  readied.  The  most 
frequently  used  equipment  was  a  small  cabinet  where  food  was 
kept,  and  two  large  cardboard  boxes.  To  Joe,  one  of  the  boxes 
represented  first  an  enemy  monster,  and  later  a  coffin;  the  second 
box  represented  a  playhouse,  and  a  retreat  from  many  threatening 
situations.  Illustrative  of  our  conviction  that  equipment  per  se  was 
not  very  important  was  the  very  revealing  session  involving  a  cactus 
garden  in  the  worker's  office.  After  Joe  pricked  his  finger  on  the 
largest  cactus,  he  moaned  anxiously,  "that  is  the  daddy  cactus,  and 
daddies  always  hurt  boys."  Anxiety  also  was  evident  regarding  the 
sibling  relationship,  as  he  commented  on  several  tiny  new  cacti 
attached  to  the  parent  plant. 

The  social  worker  had  become  acquainted  with  Joe  during  a 
home  visit  prior  to  his  institutionalization,  so  he  naturally  saw  her 
as  a  continuing  link  with  his  home  and  his  mother.  Ostensibly  this 
was  a  positive  orientation,  but  the  weak  and  ambivalent  mother 
often  used  the  worker  as  a  threat  if  Joe  misbehaved  at  home,  and 
she  empowered  the  worker  with  ficticious  authority  to  carry  out 
wishes  which  she  could  not  express  as  her  own. 

The  epidemiological  nature  of  Joe's  problems  was  obvious,  and 
his  mother  ought  to  have  been  receiving  counseling  regularly  for 
her  problems  as  part  of  the  total  treatment  plan  but  this  was  not 
feasible.  The  social  worker,  however,  gave  supportive  help  to  the 
mother,  both  through  office  interviews  and  telephone  calls,  offered 
interpretation  of  institutional  policy  and  procedures,  and  to  a 
limited  extent  of  Joe's  behavior,  and  made  a  slight  beginning  in 
helping  her  to  recognize  the  complicated  interactional  nature  of 
her  son's  problems.  Care  was  taken  not  to  aggrevate  more  anxiety 
than  she  could  cope  with  without  intensive  professional  help. 

The  social  worker  provided  a  familiar  and  constant  person  in 
the  rush  of  new  experiences  and  new  people  after  Joe  entered  the 
center.  During  the  early  contacts  it  was  necessary  for  the  worker 
to  go  to  his  living  unit  and  walk  back  with  him  to  the  interviewing 
room.  Months  later  he  was  given  permission  to  come  alone  to  the 
room,  and  this  represented  both  maturational  progress  and  a  re- 
duction of  his  disturbed  inner  organization. 

In  the  playroom,  Joe  often  had  difficulty  selecting  a  toy  with 
which  to  play,  and  would  wander  around  the  room  handling  first 
one  toy,  then  another,  beginning  a  game  or  puzzle  only  to  leave  it 
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a  few  minutes  later.  Often  the  final  choice  would  be  a  windup 
mechanical  toy.  Since  this  haphazard  play  may  be  characteristic 
of  unstable  and  anxious  children,  it  appeared  Joe  had  made  prog- 
ress when  he  was  able  finally  to  concentrate  on  any  one  thing  for 
longer  periods. 

The  following  account  is  a  typical  beginning  of  the  therapy 
sessions  during  the  first  few  months,  and  again  near  the  end  of  his 
stay  at  the  center  when  his  anxieties  were  heightened  once  more: 

Joe  walked  down  the  hall,  speaking  to  each  staff  member  along  the 
route.  He  made  his  stop  in  the  men's  room,  then  surveyed  my  office  and 
closets  before  moving  to  the  therapy  room.  He  commented  with  relief 
that  everything  was  still  there  after  he  had  checked  the  closets,  the 
toy  shelves,  and  the  cabinet  where  the  cookies  were  kept.  He  rode  the 
hobby  horse  for  a  minute  then  shoved  it  into  the  corner,  pounded  on 
the  peg  board  momentarily,  zoomed  an  airplane  across  the  floor,  asked 
for  paper  and  crayons  and  made  a  few  markings  on  the  paper,  dribbled 
the  basketball  across  the  floor  then  tossed  it  into  the  trash  basket, 
wound  up  a  mechanical  doll  and  watched  it  dance  across  the  table, 
then  climbed  into  the  box  and  curled  up  into  a  tight  ball.  Then  he 
began  to  suck  his  thumb  vigorously. 

His  seemingly  disconnected  approach  to  the  playroom,  espe- 
cially during  the  first  part  of  many  early  sessions,  took  the  form  of 
asking  questions,  such  as: 

Who  is  that?  (A  social  worker  whom  he  knew  well).  Where  is  the  Chap- 
lain? (He  had  just  been  informed  of  the  Chaplain's  whereabouts).  What 
is  this?  (Obviously  a  doll).  What  is  that?  (The  water  basin).  Are  the 
cookies  here?  (He  was  looking  at  them). 

After  frantically  asking  questions  without  waiting  for  an  answer, 
he  could  relax,  then  usually  moved  into  significant  play  activity. 
Part  of  the  social  worker's  exhaustion  after  sessions  with  Joe 
stemmed  from  her  early  failure  to  see  this  as  a  way  Joe  was  at- 
tempting to  establish  relationship,  of  scrutinizing  the  worker  and 
testing  her  for  sustained  and  sincere  interest  rather  than  asking 
questions  from  curiosity. 

The  Middle  Phase 

Most  therapists  who  use  a  non-directive  approach  in  play 
therapy  rarely  offer  the  child  specific  toys.  We  found,  however,  that 
Joe's  inability  to  choose  sometimes  increased  his  anxiety,  indeed, 
created  a  near-panic  situation.  On  these  occasions,  the  social 
worker  would  lay  two  or  three  toys  on  the  table  for  him  to  choose 
from,  or  would  involve  herself  in  some  activity  rather  than  being 
non-participatory.  Joe  often  seemed  relieved  when  there  was  less 
to  choose  from,  and  frequently  would  engage  himself  in  activity 
parallel  to  the  worker's. 
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He  asked  me  if  he  could  eat  the  clay  and  I  replied,  "I  guess  you  can 
if  you  want  to.  It  probably  won't  taste  very  good,  though."  I  began  to 
play  with  the  clay,  pounded  a  piece  on  the  table,  then  rolled  it,  com- 
menting as  I  did  so  how  nice  and  smooth  it  felt. 

Joe:  What  are  you  making? 

Worker:   Nothing  special.  Just  playing. 

Joe:  Look,  you  have  made  BM.  I'll  make  some,  too.  He  proceeded  to 
make  a  long  roll. 

Joe:  Hey,  I'll  make  the  toilet.  Here  it  is.  I'll  put  the  BM  in  the  toilet. 
As  this  play  continued  it  seemed  that  the  anxiety  apparently  generated 
earlier  by  two  "accidents"  of  spilled  drinks  increased  but  he  seemed 
relieved  by  my  casual  continuing  to  play  with  the  clay. 

As  might  be  expected  in  the  treatment  of  a  schizophrenic 
child,^  psychosexual  regressive  activity  was  evident.  For  nearly  a 
month,  Joe  was  satisfied  to  hold  the  worker's  hand  (His  request  for 
a  kiss  from  the  worker  at  the  first  meeting  had  been  met  with  the 
suggestions  that  they  shake  hands)  as  they  walked  over  the  campus. 
Once,  after  he  had  had  a  particularly  upsetting  day  at  school,  the 
worker  opened  her  arms  to  him.  He  drew  close,  lay  his  head  on 
her  shoulder,  and  sobbed  dismally — his  first  real  tears  in  the  ther- 
apy experience.  Thus  comforted  by  the  "good  parent,"  his  regres- 
sion intensified.  The  large  carboard  box  became  his  "nest"  in  which 
he  was  secure  and  safe.  Nursing  from  the  baby  bottle  then  became 
a  necessary  activity  which  lasted  for  several  weeks. 

He  covered  his  head  with  the  blanket  and  snuggled  into  a  little  round 
ball,  vigorously  sucking  on  his  Pepsi-filled  nursing  bottle. 

Worker:  Joe  is  inside.  He  is  warm  and  nobody  can  see  him. 

Joe:  I'm  inside. 

Worker:  No  one  can  bother  you.  No  one  can  see  you.  It's  nice  and 
warm. 

Joe:  It's  nice  here.  Can  I  do  this  tomorrow? 

Worker:  Of  course. 
On  another  occasion,  after  sucking  the  bottle  for  10-15  minutes  he  threw 
back  the  blanket  and  looked  at  me  in  disgust. 

Joe:  This  is  stupid. 

Worker:  What  is? 

Joe:  For  me  to  suck  a  baby  bottle. 

Worker:  You  think  it  is  stupid?  Why? 

Joe:  Because  I'm  not  a  baby. 

Worker:  You  aren't  a  baby.  That  is  right.  You  are  pretending  you 
are  a  baby.  Maybe  you  would  like  to  be  a  baby. 

Joe:  Yes. 

Worker:  But  you  are  a  boy.  Now  you  are  pretending  to  be  a  baby 
but  after  a  while  you  must  grow  up  and  be  a  boy  again. 

Joe:  I  don't  want  to  be  a  boy.  I  want  to  be  a  baby. 

The  professional  staff  felt  Joe  had  grown  up  considerably  on 
the  day  he  finally  threw  the  bottle  out  of  the  box  and  announced 
solemnly  that  he  did  not  need  to  be  a  baby  anymore. 
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Food  always  was  an  important  part  of  the  therapeutic  sessions. 
His  food  preference — crackers  and  peanut  butter — generally  was 
respected  but  without  fail  something  to  eat  was  always  there.  Some- 
times the  eating  provided  a  pleasant  experience  surrounded  with 
security  and  love;  sometimes  the  food  was  a  tool  for  making  his 
anxiety  bearable. 

He  lay  down  on  the  long  box,  drew  the  two  sides  close  to  him. 
Joe:  This  is  a  coffin. 
Worker:  You  are  in  a  coffin? 
Joe:  Yes.  Put  the  blanket  over  me. 
Worker:  Are  you  sure  you  want  me  to? 
Joe:  Give  me  a  cookie  first. 
Worker:  Here  it  is.  Now  the  blanket? 
Joe:  Put  it  over  my  body.  No,  put  it  over  my  head.   I   am  dead. 

His  ambivalence  toward  his  mother  and  his  anxiety  and  in- 
security regarding  her  affection  for  him  was  clearly  demonstrated 
in  his  handling  of  food.  His  first  act  upon  entering  the  playroom, 
almost  without  fail,  was  to  check  the  cabinets  to  determine  if  the 
food  (love)  really  was  there — this,  despite  the  worker's  unfailing 
providence  and  regular  verbal  reassurance.  For  the  beginning 
weeks,  and  later  periodically,  he  insisted  on  dividing  all  the  food 
with  the  worker,  even  forcing  it  in  her  mouth.  For  example: 

Worker:  Joe,  I  just  don't  want  a  cookie  now. 
Joe:  Yes,  yes,  you  do!  Take  it. 

Worker:  You  may  eat  them  all.  I  don't  want  it  today. 
Joe:  Take  it,  take  it  (screaming).  I  don't  care  what  you  want.  Eat 
it  (trying  to  force  it  in  my  mouth).  Eat  it.  Eat  it.  Clean  up  your  plate! 

A  few  times,  Joe  verbalized  suspiciousness  that  the  food  was 
poisoned,  but  he  seemed  reassured  when  the  worker  calmly  ate  a 
part  of  the  food.  The  effects  of  early  deprivation,  of  which  Joe  will 
forever  bear  scars,  could  not  be  erased  by  crackers  and  peanut 
butter  on  which  he  often  gorged  himself,  but  after  many  weeks  of 
relationship  with  the  worker  his  food  demands  during  the  therapy 
sessions  became  more  reasonable.  Especially  at  first,  and  periodi- 
cally thereafter,  the  ingestion  of  food  was  accompanied  by  verbali- 
zations of  guilt  for  partaking,  and  of  his  feelings  of  nondeserving 
and  personal  worthlessness.  His  guilt  and  his  feelings  of  low  esteem 
tended  to  be  reactivated  after  visits  at  home. 

The  Final  Phase 

The  progress  Joe  made  during  the  first  seven  months  ended 
abruptly  when  his  mother  removed  him  to  be  at  home  all  summer. 
Her  low  tolerance  for  frustration,  however,  necessitated  Joe's  sud- 
den   return   to   the   center.    Long-range    planning  was    impossible 


38   N.  C.  JOURNAL  OF  MENTAL  HEALTH 

because  of  poor  communication  between  parents.  Joe  had  been  told 
by  his  mother  after  his  final  return  that  he  would  be  going  home 
"soon,"  and  that  he  was  "only  visiting"  the  center.  The  worker  tried 
to  offer  some  stability  to  his  uncertain  future,  and  the  following 
excerpt  is  typical  of  many  interviews: 

Joe:  (Sadly)  What  will  happen  to  me? 

Worker:  I  just  don't  know.  Perhaps  the  following.  (We  talked  about 
feeling  scared  when  we  don't  know  what  is  going  to  happen  to  us.) 
You  have  grown  up  a  whole  lot  this  past  year,  and  I  feel  pretty  sure 
you  can  manage.  Remember  how  we  talked  about  what  a  fine  young 
man  you  are  growing  up  into? 

Joe:  (He  went  over  to  the  box,  took  the  blanket  out  of  it,  and  lay 
on  the  floor,  covering  himself  with  the  blanket.  Just  before  he  went 
under  the  blanket  he  said:)  I'm  just  too  large  for  that  box. 

Worker:  (I  sat  on  the  floor  beside  him,  and  we  talked  about  being 
scared  of  the  unknown.) 

Joe:  (Eating  some  candy  which  he  had  brought  with  him)  Want 
some? 

Worker:  Do  you  have  enough  to  share?  (Joe  nodded).  Thank  you. 
(I  felt  this  was  an  attempt  to  "include  me  in"  his  feelings — also  an 
attempt  to  be  on  the  giving  side  of  the  relationship). 

Joe:  (Before  he  left)  What  if  I   never  see  you  again? 

Worker:  (We  talked  about  writing  to  each  other,  and  I  told  him  I 
would  be  thinking  about  him  because  I   love  him  very  much.) 

Joe:  (Calling  back  as  he  walked  out  the  door)  Pray  for  me,  will  you? 
(Tears  were  streaming  down  his  face) 

His  final  departure  from  the  center  was  abrupt,  with  no  oppor- 
tunity for  last  minute  preparations,  nor  even  a  good-bye  to  the 
social  worker.  Hopefully,  the  separation  was  made  easier  by  his 
father  who  had  rejoined  the  family,  and  by  the  worker's  writing  to 
him  several  times. 

Recapitulation 

Obviously,  fifty  minutes  a  day  of  individual  therapy  is  insig- 
nificant unless  the  therapy  is  part  of  the  total  institutional  plan, 
not  an  isolated  part  of  life  unrelated  to  the  other  hours  of  the  day. 
Many  difficulties  were  encountered  in  the  treatment  of  Joe.  Because 
the  intensive  social  work  treatment  was  a  departure  from  the  usual 
routine  for  a  resident,  there  was  some  resistance  by  staff  members 
at  all  levels  to  what  they  perceived  as  a  favoritism,  and  as  an  inter- 
ruption to  the  routine.  As  punishment,  Joe  often  was  threatened 
with  deprivation  of  his  therapy  hour,  or  with  transfer  to  the  locked 
wards  for  the  severely  and  profoundly  retarded. 

On  one  occasion  when  Joe  was  bitten  by,  and  badly  bit,  another 
child,  he  was  moved  to  the  locked  ward.  The  fears  and  fantasies 
which  had  been  substantially  modified  during  the  previous  nine 
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months  were  reactivated.  His  loss  of  self-esteem  was  tragic;  his 
fears  of  becoming  "like  those  boys"  assumed  panic  proportions. 
Now  it  was  proved  to  him,  he  thought,  that  he  really  was  "bad," 
"no  good,"  "ought  to  die."  His  tenuously-acquired  coping  mechan- 
isms crumbled  before  the  realism  of  incontinent  roommates,  locked 
doors,  a  bed  on  the  floor.  The  endless  hours  of  enforced  inactivity 
intensified  his  anxiety,  and  increased  his  resentment  of  his  scape- 
goat role  and  suspected  racial  discrimination,  and  reinforced  his 
low  self-esteem. 

Any  program  for  the  emotionally  disturbed  child  must  include 
provisions  for  punishment  if  indicated,  but  it  must  be  appropriate 
and  growth-facilitating,  not  an  instrument  for  relieving  the  frus- 
trations of  the  adults. 

Social  Workers  as  Therapists 

Centers  for  the  retarded  will  continue  to  accept  the  emotion- 
ally disturbed.  There  is  no  other  way.  Retardation  and  emotional 
disturbance  are  inextricably  intertwined,  and  the  presence  of  one 
often  obscures  the  presence  of  the  other. 

Historically,  professional  social  workers  have  had  expertise  in 
working  with  emotionally  disturbed,  and  have  been  therapists  both 
for  sick  individuals  and  for  a  sick  society.  Historically,  also,  both 
psychiatric  treatment  and  social  work  treatment  for  the  retarded 
have  been  unpopular  as  realistic  time  and  staff  limitations  ration- 
alize a  propensity  among  professionals  for  helping  the  more  respon- 
sive, the  ones  for  whom  return  to  the  normal  mainstream  of  life 
seems  most  likely.  The  relatively  unproductive  results  of  some  work 
with  emotionally  disturbed  retardates,  such  as  that  described  by 
Rogers  and  Albini  and  Dinitz,-  gives  impetus  to  the  reluctance  and 
"foot  dragging"  already  manifested. 

The  paucity  of  psychiatrists  in  eastern  North  Carolina  is  a 
situation  duplicated  throughout  much  of  the  United  States.  Hope- 
fully, within  the  next  few  years  progress  will  be  made  in  providing 
the  needed  care  and  treatment,  but  the  ill  cannot  wait  to  be  helped. 
If  healing  professional  help  is  to  be  given  now  to  the  emotionally 
disturbed  who  are  also  retarded,  it  appears  that  social  workers  are 
the  ones  who  must  respond.  They  should  not,  however,  be  regarded 
as  substitute  psychiatrists,  nor  should  they  be  therapists  of  second 
choice,  for  social  work  practice  is  based  on  a  sound  integration  of 
knowledge  of  behavior  and  personality  development,  and  of  knowl- 
edge of  cultural  and  social  environment.  In  their  own  right,  social 
workers  have  a  unique  contribution  to  make  in  the  treatment  of 
troubled  persons.  The  nature  of  the  help  they  give  depends,  of 
course,  on  their  professional  training  and  orientation,  experience, 
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interest,  available  time,  and  the  function   and   purpose  of  their 
agency. 

The  Treatment  Institution 

The  milieu  of  an  institution  for  the  retarded  is  not  ideal  for 
recovery  from  an  emotional  illness,  but  in  the  absence  of  adequate 
psychiatric  facilities,  they  will  continue  to  be  admitted  to  insti- 
tutions emphasizing  other  problems. 

Agencies  need  to  be  honest  and  introspective  in  assessing 
strengths  inherent  in  them,  and  to  honestly  admit  difficulties  within 
the  system.  A  center  for  the  retarded  has  much  that  is  positive  to 
offer  an  emotionally  disturbed  child,  and  these  strengths  should 
be  utilized  to  capacity.  At  the  same  time,  there  are  specific  con- 
ditions germane  to  the  total  institution  which  must  be  met  if  resi- 
dential treatment  for  the  retardate  with  the  additional  handicap 
of  emotional  disturbance  is  to  be  a  constructive  and  therapeutic 
experience. 

Generally,  the  strengths  are  seen  as  healthful  physical  care, 
the  clock-round  presence  of  a  responsible  adult,  most  of  whom 
have  sincere  affection  for  the  residents,  at  least  minimal  school 
and  recreational  programs,  some  opportunity  for  peer  interaction, 
monotonous  routine,  an  atmosphere  that  is  non-competitive  and 
non-threatening.  The  additional  conditions  required  in  the  insti- 
tution to  facilitate  treatment  of  the  retarded  who  are  emotionally 
disturbed  are  suggested  as  follows: 

1.  Clearly-defined  agency  policy  which  sanctions  and  supports 
treatment  goals  for  the  emotionally  disturbed. 

2.  Leadership  by  administrators  in  developing  or  re-orienting 
existing  programs  aimed  at  meeting  emotional  needs  of  the  re- 
tarded. This  leadership  may  take  the  form  of  program  mandates, 
or  may  be  supportive  of  initiative  and  innovations  of  the  profes- 
sional and  care-taking  staff. 

3.  On-going  inservice  training  for  all  care-taking  and  profes- 
sional staff,  geared  to  understanding  normal  development  and  ; 
behavior  as  well  as  distorted  development  and  deviant  behavior. 
Concurrent  practical  training  in  ways  to  cope  with  deviant  behavior,  j 
especially  for  staff  in  the  living  units  and  schools,  is  essential. 
Institutions  might  explore  the  possibility  of  cooperative  inservice 
programs  with  mental  health  clinics,  psychiatric  hospitals,  and 
other  agencies  which  serve  the  emotionally  disturbed. 

4.  Provision  for  regular  consultation  for  all  staff.  Depending  on 
the  staff  function,  and   nature  of  the  problem,  this  consultation 
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might  be  with  a  social  worker,  a  psychologist,  a  physician,  a  psy- 
chiatrist, or  other  specialist. 

5.  Utilization  of  multi-disciplinary  treatment  planning  through 
which  each  resident  is  individualized  and  individual  therapeutic 
programs  are  developed.  Social  workers  often  function  success- 
fully as  coordinators  of  team  planning,  but  need  not  be  the  ones 
so  designated.  All  the  staff  must  be  involved  in  planning  and  treat- 
ment, and  any  individual  or  any  one  professional  discipline  which 
assumes  an  authorative  prerogative  in  planning  and  treatment  is 
only  exercising  his  own  ignorance  of  the  complex  nature  of  human 
behavior. 

6.  All  personnel,  from  the  administrative  to  the  janitorial  staff, 
must  be  in  spontaneous  and  honest  communication  with  each 
other.  This  communication  often  is  avoided  because  of  inconveni- 
ence, discomfort,  and  a  bureaucratic  need  to  adhere  to  rigid  chan- 
nels of  communication.  All  employees  within  the  system  must  be 
seen  as  part  of  the  therapeutic  milieu,  and,  as  such,  must  be  able 
to  address  each  other  in  significant  ways. 

7.  Appropriate  methods  of  discipline  and  punishment,  as  men- 
tioned earlier,  are  essential.  The  trauma  of  banishment  to  closed 
wards  for  the  severely  handicapped  reeks  of  dark  ages  concepts 
and  attitudes,  but,  unfortunately,  still  is  in  practice  today. 

8.  'Those  who  work  .  .  .  should  have  a  certain  confidence  and 
belief  in  what  they  do,  which  does  not  mean  that  they  should  be 
falsely  optimistic.  Pessimism  and  cynicism  have  no  place  in  this 
work."-^ 

Erick  Erickson  said,  "Human  life  is  different  from  humpty- 
dumpty.  Unlike  humpty-dumpty,  man  can  be  put  together  again." 
The  mentally  retarded  are  a  part  of  the  family  of  man,  and  they 
must  not  be  excluded  from  professional  services  which  enable 
them  to  be  "put  together"  to  become  useful  members  of  the  family, 
functioning  to  their  maximum,  and  contributing  to  their  own  happi- 
ness and  the  happiness  of  others  insofar  as  they  are  able. 
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An  example  drawn  from  an  article  published  in  the  Community 
Mental  Health  Journal  illustrates  how  incomplete  analysis  of  data 
can  yield  conclusions  which  could  lead  to  expenditures  of  energy 
greater  than  that  which  the  magnitude  of  an  observed  relationship 
warrants.  Krebs'^  proposed  using  attendance  as  a  means  of  meas- 
uring motivation  for  therapy.  Krebs  simply  counted  the  number  of 
appointments  scheduled  for  clients  and  compared  this  with  the 
number  of  scheduled  appointments  kept  by  clients.  He  presented 
three  examples  designed  to  show  that  the  percentage  of  scheduled 
appointments  actually  kept  could  be  used  as  a  basic  measure  of 
(1)  effectiveness  of  a  community  worker,  (2)  motivation  for  therapy, 
and  (3)  studying  the  process  of  a  social  club  for  chronic  psychiatric 
patients.  His  basic  idea  that  attendance  is  a  useful  measure  is 
potentially  valid  provided  that  these  readily  available  data  are 
analyzed  completely. 

In  the  second  illustrative  example  he  computed  three  chi 
square  coefficients,  each  with  one  degree  of  freedom,  and  found 
the  results  presented  in  columns  chi  square  and  significance  level 
of  Table  1. 


TABLE  1 

Groups  Compared 

chi 
square 

significance 
level 

sample 
size  (N) 

strength 

of 
effect  (0)) 

Welfare-paying 

Insurance-paying 

Welfare-insurance 

4.34 
0.02 
1.29 

<.05 
>.05 
>.05 

662 
563 
343 

.080 
.006 
.061 

Results 

From  these  results  he  concluded  (1)  "attendance  was  poorer  for 
the  welfare  group  than  it  was  for  the  paying  group  (p. 75)"  and  (2) 
"paying  of  fees  is  not  the  crucial  issue  for  determining  motivation 
(p.75)." 

The  reader  should  be  aware  of  what  statistical  significance 
means  and,  more  importantly,  what  it  does  not  mean.  To  say  that 
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the  difference  between  two  groups  is  statistically  significant  at  the 
5%  level  of  confidence  merely  means  that  95%  of  the  time  the 
observed  difference  would  not  have  occurred  by  chance  alone.  Sta- 
tistical significance  says  nothing  about  how  much  of  a  difference 
there  is  nor  how  important  this  difference  is.  A  different  statistic  is 
needed  to  measure  "how  much"  and  the  answer  to  "so  what"  is  a 
human  judgement  hopefully  based  on  the  complete  data  analysis. 

Furthermore,  the  sample  size  of  each  group  is  related  to  the 
power  of  the  significance  test:  with  two  groups  of  10  people  each 
the  observed  difference  may  need  to  be  10  feet  in  order  to  be  sig- 
nificant at  the  5%  level,  but  with  two  groups  of  1,000  people  each 
an  observed  difference  of  one  inch  may  be  significant  at  the  5% 
Ijevel.  The  human  researcher  needs  to  decide  if  his  criterion  for 
some  decision  is  one  inch,  one  foot  or  10  feet.  The  reader  who 
wants  to  know  why  and  how  probability  level  and  sample  size  are 
related  should  see  Cohen. ^ 

I  Krebs-^  correctly  concluded  that  the  difference  between  the 
welfare  and  paying  groups  was  unlikely  due  to  chance  at  the  5% 
level  of  confidence.  However,  using  any  realistic  mental  health 
programming  criterion  shows  that  such  a  difference  is  trivial  and, 
therefore,  lacks  utility.  Krebs-*  failed  to  consider  the  different  total 
frequencies  (N)  in  his  contingency  tables  (see  sample  size  column 
in  Table  1)  and  the  relationships  among  N,  p,  and  strength-of-effect 
statistics  (Friedman,  2). 

f  .  The  appropriate  strength-of-effect  statistic  to  compute  with  chi 
square  (df  =  l)  is  $  (Friedman,  2).  The  0  coefficients  for  Krebs'' 
data  are  presented  in  the  strength  of  effect  column  of  Table  1. 
These  coefficients  show  that  the  relationship  is  small  for  each  of 
the  comparisons.  Transforming  these  coefficients  to  indices  of  de- 
termination (<I>  2)  and  expressing  these  as  percentages  showed  that 
in  each  case  the  obtained  difference  accounted  for  less  than  1% 
Df  the  variance:  0.64%,  0.0036%,  and  0.47%  for  welfare-paying, 
nsurance-paying,  and  welfare-insurance  group  comparisons,  re- 
jspectively. 

The  proper  conclusion  based  on  the  extended  analysis  of  the 
lata  was  that  the  welfare  group  was  not  sufficiently  different  on  the 
attendance  dimension  to  warrant  concern  from  the  mental  health 
:enter  staff  beyond  the  concern  for  absent  patients  in  general.  In 
)ther  words,  welfare  patients,  according  to  attendance  data  from 
he  specific  mental  health  center,  were  not  meaningfully  less  moti- 
vated than  patients  who  pay  for  services  or  who  have  insurance 
vhich  pays  for  services. 

Statistical  significance  is  often  the  least  important  thing  to 
;now  about  a  set  of  data.  All  the  probability  level  tells  one  is  that 
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the  observed  difference  was  probably  not  due  to  chance  alone. 
Unfortunately,  computation  of  the  statistical  significance  of  ob- 
tained differences  often  gives  a  scientific  aura  to  data  which  is 
usually  preferred  as  the  "truth"  when  compared  to  eyeball  analysis. 
Returning  to  the  example  from  Krebs-''  one  sees  that  in  his  Table  1 
(p.74)  the  differences  among  79%,  84%,  and  86%  are  not  very  pro- 
found (face  validity).  Any  random  subgrouping  of  the  784  patients 
involved  probably  would  have  yielded  percentages  of  kept  appoint- 
ments quite  close  to  84%:  the  smaller  the  subgrouping  chosen,  the 
more  deviation  from  the  overall  mean  (84%)  one  would  expect. 

I  agree  with  Krebs'^  that  attendance  constitutes  a  useful  tool 
for  the  program  director.  I  wish  to  caution,  however,  that  incomplete 
analysis  of  data  could  yield  spurious  conclusions  which  could  lead 
to  wasteful  programming.  The  skills  of  the  program  evaluator  are 
just  as  important  as  the  utilization  of  readily  available  data. 
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MARITAL  ROLE  CHANGES:  A  POTENTIAL  PROBLEM 
FOR  CONTEMPORARY  SOCIAL  WORK 

Eugene  D.  Anderson,  MSW 

University  of  North  Carolina 
School  of  Social  Work 

Marital  roles  are  changing  in  contemporary  society.  As  each 
generation  becomes  of  age,  traditional  marital  expectations  and 
roles  are  modified  to  meet  the  needs  of  that  generation.  Couch^ 
has  stated  that  the  concept  of  role  refers  to  a  set  of  social  expec- 
tations which  members  of  a  particular  group  have  assigned  to  a 
specific  position  within  the  group  per  se.  When  a  modern  genera- 
tion establishes  its  marital  expectations,  does  the  slightly  older 
and  more  established  generation  modify  its  value  system  in  ac- 
cordance with  these  new  expectations?  Probably  not.  Lu^  noted 
that  the  kind  of  role  a  couple  plays  in  marriage  is  more  dependent 
on  each  partner's  family  background,  and  on  the  psychogenic  and 
social  backgrounds  of  the  couples. 

If  the  older  generation  does  indeed  adhere  to  its  own  marital 
values,  what  implications  does  this  have  for  the  modern  generation 
social  worker? 

It  should  now  be  stated  that  the  purpose  of  this  paper  is  to 
present  a  pilot  study  which  clearly  differentiates  between  the 
marital  role  expectations  of  the  modern  generation  social  worker, 
and  the  slightly  older  and  more  established  generation.  In  addition, 
the  important  implications  of  these  differences  will  be  discussed. 

^  Method 

Graduate  social  work  students  completing  their  first  year  of 
social  work  training  were  contrasted  with  middle  class  housewives 
living  in  a  well  developed  suburban  community.  The  annual  family 
income  in  the  suburban  area  was  estimated  to  be  $11,000.  Most  of 
the  residents  were  educated  and  held  professional,  business,  and 
highly  skilled  positions  in  the  nearby  academic  and  research  insti- 
tutions. Both  marital  partners  in  many  of  these  families  were  gain- 
fully employed. 

The  final  sample  included  in  this  study  consisted  of  17  female 
social  work  students  and  15  housewives.  All  of  the  students  were 
full-time  graduate  students.  At  least  50  percent  of  the  housewives 
worked  or  were  trained  formally  to  work  outside  of  the  home. 

The  mean  age  for  the  students  was  27.8  years.  However,  this 
mean  was  actually  skewed  when  including  one  student  in  her  fifties. 
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When  excluding  this  student  the  age  mean  was  26.0  years.  The  age 
range  for  the  students  was  from  22  years  through  55  years.  The 
mean  age  for  the  housewives  was  29.0  years,  and  their  ages  ranged 
from  23  years  through  37  years  of  age. 

Eleven  of  the  students  had  experienced  marital  role  inter- 
action. All  of  the  housewives  had  experienced  marital  role  inter- 
action and  were  currently  living  with  their  spouses.  Both  students 
and  housewives  were  reared  primarily  either  in  a  small  town  or  a 
small  city.  In  addition,  both  students  and  housewives  were  of 
Protestant  faith. 

All  17  students  had  completed  five  years  of  education  beyond 
high  school.  Nine  of  the  housewives  had  completed  one  or  more 
years  of  college  and  the  remaining  six  had  completed  high  school. 
In  many  respects  the  students  and  the  housewives  possessed 
similar  personal  characteristics. 

The  Marriage  Role  Expectation  Inventory"  was  used  to  measure 
attitudes  toward  the  self  and  the  partner  in  seven  major  categories 
of  marital  interaction.  These  included  the  assumption  of  such  roles 
as  authority,  homemaking,  care  of  children,  personal  characteris- 
tics, social  participation,  education,  and  employment  and  support. 
The  inventory  was  self-administered  and  each  subject  was  re- 
quested to  return  it  to  the  examiner  anonymously.  This  procedure 
was  followed  to  emphasize  the  confidentiality  of  the  subjects'  re- 
sponse and  to  encourage  honest  responses. 

After  all  inventories  were  scored,  the  data  was  tabulated  and 
then  analyzed  using  the  Analysis  of  Variance.  The  higher  the  score  | 
on  the  inventory  the  more  equalitarian  the  subject  tended  to  be. 

Table  1  presents  the  results  of  the  statistical  study  in  contrasting 
student  and  housewife  attitudes  toward  the  specific  marital  role. 

TABLE  1 
Analysis  of  Variance 


Marital  Role 

Mean 

Category 

Score 

df 

F 

Employment  &  Support 

6.35 

5.48* 

Education 

99.67 

70.12** 

Social  Participation 

18.49 

8.33** 

Care  of  Children 

70.10 

7.27* 

Homemaking 

91.87 

17.43** 

Decision  Making 

23.83 

11.80** 

Personal  Characteristics 

3.91 

6.67* 

Note:  *p>.05;  **p>.01. 
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Statistically  significant  differences  at  the  p>.05  level  were 
found  in  three  categories.  These  included  employment,  child  care, 
and  personal  characteristics.  The  students  tended  to  be  more 
equalitarian  whereas  the  housewives  tended  to  be  more  traditional 
in  their  expectations  of  marriage.  Students  viewed  themselves  as 
sharing  equally  in  supporting  the  family,  and  their  husbands  sharing 
in  the  care  for  the  dependent  children.  Traditionally  desired  per- 
sonal characteristics  such  as  family  background,  attractiveness, 
etc.,  were  minimized  by  the  students.  The  housewives  tended  to 
be  more  traditional,  being  willing  to  let  their  husbands  support  the 
family  while  they  care  for  the  children. 

Statistically  significant  differences  at  the  p>.01  level  were 
found  in  four  major  categories.  These  included  education,  social 
participation,  homemaking,  and  decision  making.  Again  the  stu- 
dents tended  to  be  more  equalitarian,  desiring  to  share  equally  in 
these  categories  with  their  husbands.  The  housewives  tended  to 
be  more  traditional  in  feeling  that  their  husband  should  have  a 
better  education,  and  that  they  should  be  responsible  for  home- 
making. 

Table  2  presents  the  results  of  the  statistical  study  utilizing 
the  Analysis  of  Variance  in  contrasting  student  and  housewife  total 
response  scores,  strong  response  scores  and  undecided  response 
scores. 

TABLE  2 


Analys 

is  of  Variance 

Type  of  Response 

Mean  Score 

df 

F 

Total  Response  Score 
Strong  Response  Score 
Undecided  Score 

772.07 

1244.07 

6.03 

1 
1 
1 

21.03** 

4.84* 

.73 

Note:— *p>.05;  **p>.01. 

The  total  mean  score  of  the  students  differed  significantly  from 
the  total  mean  score  of  the  housewives  at  the  p>.01  level.  The 
strong  response  mean  score  of  the  students  also  differed  signifi- 
cantly from  the  strong  mean  score  of  the  housewives  but  only  at 
the  p>.05  level.  Therefore  it  is  concluded  that  the  students 
tended  to  be  more  opinionated  than  the  housewives.  There  was  no 
statistically  significant  difference  between  the  two  groups  when 
comparing  the  undecided  score. 

I  In  summary,  the  F  values  in  the  seven  major  areas  of  marriage 
'as  deliniated  by  the  inventory  allowed  us  to  reject  the  null  hypo- 
thesis that  there  are  no  statistically  significant  differences  in  the 
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attitudes  of  the  two  groups  at  the  p>.05  level  and  or  at  the  p>.01 
level. 

Discussion 

This  pilot  study  does  indicate  that  there  are  significant  marital 
expectation  differences  between  the  more  settled  middle  class 
housewife  and  social  work  students.  From  it  can  be  drawn  several 
implications. 

First  and  foremost  is  the  need  for  the  value  of  the  right  to  self 
determination  to  be  instilled  within  the  students'  value  system  so 
that  the  equalitarian  value  system  will  not  supercede  the  more 
traditional  value  system  adhered  to  by  middleclass  housewives. 

Secondly,  though  the  social  work  students  did  claim  to  be 
equalitarian,  the  overwhelmingly  strong  response  score  contradicts 
their  claim.  By  being  so  opinionated  the  students  may,  in  fact,  lean 
more  toward  domination  rather  than  equal  sharing. 

Finally,  if  there  are  differences  between  these  two  slightly 
different  generations  (by  age),  what  might  be  said  of  the  differ- 
ences between  the  considerably  older  generation  and  the  con- 
temporary social  work  student? 

To  what  extent  this  study  can  be  generalized  to  other  age 
groups  and  to  students  in  other  disciplines  is  unknown.  But  based 
on  the  results  of  this  pilot  study,  there  is  need  to  consider  this 
question  more  empirically. 
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CLINICAL  AND  PROGRAM  NOTES 

From  time  to  time  the  editors  have  received  short  notes  pre- 
senting interesting  vignettes  and  hypotheses.  We  have  at  this  time 
decided  to  create  a  section  to  share  some  of  these  with  our  readers. 


WHEN  A  MAN  CAN  WRITE  HIS  NAME 
THE  ADVENTURE  TRIP 

Helen  Crisp,  M.S. 

Part-time  Staff  Psychologist 
Dorothea  Dix  Hospital 


Author's  note:  Eleanor  Roosevelt  unforgettably  said,  "It  Is  better  to  light  a 
candle  than  to  curse  the  darkness."  Despite  political,  economic,  and  attitudinal 
constraints  on  the  State  mental  health  system  that  should  be  constructively 
cursed,  there  is  evidence  of  dramatic  efforts  for  good  within  the  present  system. 
If  we  choose  to  see  them,  there  are  lighted  candles.  They  may  set  the  bonfires 
of  change  in  the  future. 

On  Wednesday  we  went  to  the  science  museum,  the 
history  museum,  and  the  legislative  building.  We  saw 
snakes,  other  animals,  rocks,  pictures  of  the  planets,  skele- 
tons, petrified  wood,  guns,  Indian  relics,  and  satellites.  We 
had  a  very  interesting  afternoon. 

The  above  essay  reads  like  ordinary  classroom  material  written 
by  little  pig-tailed  girls  and  whistling  boys.  But  neither  the  class- 
room in  which  it  was  written  nor  the  students  who  composed  it  are 
ordinary.  They  are  extraordinary  elements  of  an  adventure  in  edu- 
cation. 

The  way  to  "school"  leads  through  locked  doors  and  down  a 
long,  dark  hallway  lined  with  some  sleeping,  some  shuffling,  some 
welcoming  men  who  occupy  Spruill  Annex,  which  is  part  of  the 
Forensic  Unit  at  Dorothea  Dix  Hospital.  A  door  opens  to  a  big, 
barren,  ugly  room  that  holds  a  pool  table,  huge  oaken  chairs,  and 
vending  machines  shoved  back  from  several  desk  chairs  clustered 
before  a  portable  blackboard.  A  poster  of  red  hearts  and  Valentine 
love  decorates  with  delicate  bravery  an  oceanic  expanse  of  dirty 
green  wall.  The  radiant  faces  of  four  lads  working  on  phonics  make 
the  antiquated  lighting  seem  duller  than  usual. 


*The  author  works   in  the   Forensic   Unit   and    is   currently  working  on   a 
doctorate  in  clinical  community  psychology  at  N.  C.  State   University. 

49 


50   N.  C.  JOURNAL  OF  MENTAL  HEALTH 

The  students  have  several  things  in  common:  they  are  under 
indictment  for  a  felony;  they  are  between  the  ages  of  16  and  21;  ( 
they  are  intellectually  retarded.  From  an  early  age  they  have  known  ' 
neglect,  rejection,  cruelty,  and  poverty.  Punishing  life  situations 
evoked  social  and  emotional  defenses  of  aggressive  behavior  and 
often  withdrawal  into  mental  states  not  considered  normal.  Illegal 
behavior  led  to  commitment  for  observation  for  competency  to 
stand  trial  and  subsequent  treatment.  Society  once  categorized 
them  as  non-responsive,  hopeless  candidates  for  education  and 
perhaps  incorrigible  beyond  rehabilitation.  But  their  present  teacher 
is  proud  of  them! 

The  teacher  is  23-year-old  Linda  Treadway  who  combined  love 
for  teaching  and  handicapped  children  with  interest  in  psychology 
in  a  double  major  at  the  University  of  North  Carolina  at  Chapel  Hill. 
In  June,  1971,  she  joined  Dorothea  Dix  Hospital's  special  education 
school  which  currently  excludes  students  from  the  Forensic  Unit. 
When  Linda  accepted  the  Spruill  Annex  class,  she  admitted  she 
was  "scared  to  death  at  first"  because  of  grapevine  apprehension 
of  a  population  relatively  restricted  for  security  reasons.  Now  she 
calls  her  students  "really  nice  guys"  and  considers  them  better 
motivated  and  better  behaved  than  many  retarded  youth  in  the 
outside  community.  Her  cheerful  patience  and  persistent  caring 
have  inspired  the  cooperation  of  others. 

Programmed  reading  materials  provide  study  structure,  which 
presents  numbers  first  and  then  the  alphabet.  The  class  initially 
concentrated  on  simple  reading  skills  with  much  verbal  responding 
and  practice  writing.  The  workbooks  give  immediate  feedback  on 
exercises  introduced  as  the  students  are  ready.  There  are  class- 
room art  projects  for  fun  and  bi-weekly  trips  "to  the  outside"  for 
enrichment  arranged  by  Arthur  Hobbs  of  the  hospital's  recreation 
department.  Industrial  trainer  Steve  Dudek  assigns  flexible  sched- 
ules around  school  activities  for  working  students. 

Progress  reports  contain  information  that  may  surprise  some. 

1)  He  learned  the  alphabet  in  record  time,  caught  on  to 
phonics  relatively  quickly,  and  has  improved  in  writing  .  .  . 
he  is  a  hard  worker,  eager  to  please  ...  he  has  had  no 
behavior  problems  in  class. 

2)  His  handwriting  has  shown  a  decided  improvement  ...  his 
progress  has  leveled  off  and  he  has  dropped  behind  a  bit 
but  I  hope  he  will  be  able  to  catch  up  and  continue  as 
before  ...  he  is  well-behaved  and  has  been  very  cooperative 
in  class. 

3)  He  occasionally  talks  to  himself  and  laughs  inappropriately 
but  not  in  a  disruptive  manner  ...  he  has  made  some 
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progress  in  reading  ...  he  will  probably  need  some  indi- 
vidual help  to  catch  up  ...  he  has  learned  to  write  all  of 
the  alphabet  and  knows  some  sounds. 
4)  He  has  made  excellent  progress  ...  his  interest  and  eager- 
ness to  learn  have  made  him  a  pleasure  to  work  with  .  .  , 
he  has  developed  a  beautiful  cursive  handwriting. 

Linda  has  only  two  complaints  about  her  class:  they  don't  want 
to  take  a  five-minute  break  between  reading  and  arithmetic;  they 
bring  all  their  lunch  apples  to  their  teacher.  She  feels  sufficiently 
rewarded  by  their  sincere  enthusiasm  for  schoolwork  and  warm 
respect  for  her. 

School  has  never  before  been  part  of  the  Forensic  Unit  pro- 
gram because  of  security  considerations  and  lack  of  resources. 
And  perhaps  because  no  one  had  initiated  it.  But  charge  aide 
Dwain  Pope  (a  hospital  employee  for  eight  years)  had  recognized 
a  need  for  education  for  many  court  order  commitments  and 
yearned  for  a  beginning.  "The  situation  for  our  mentally  retarded 
people  looked  hopeless  and  I  couldn't  go  on  without  doing  some- 
thing about  it,"  he  said.  He  feels  strongly  that  the  intellectually 
handicapped  of  all  ages  need  education  and  help  to  encourage 
them  to  become  competent,  not  only  to  resolve  their  legal  prob- 
lems, but  also  to  become  better  citizens. 

I  Last  fall  Mrs.  Airlee  Wilkinson  (director  of  the  hospital's  special 
i education  program)  responded  eagerly  to  Dwain's  inquiry  about 
the  feasibility  of  schooling  for  Spruill  Annex  patients.  When  screen- 
ing had  identified  candidates  meeting  state  criteria,  she  sent  a 
teacher  for  one  hour  a  day  (which  was  all  the  staff  time  she  could 
spare)  and  recently  assisted  in  a  physical  education  program  for 
the  students  and  some  additional  young  men  who  cannot  attend 
classes.  School  materials  were  purchased  from  funds  earned  by 
car  washing  and  shoe  shining  projects  manned  by  patients. 


\  Some  of  the  Annex  men  could  not  be  included  because  they 
were  over  21,  which  only  temporarily  disappointed  Dwain.  After 
observing  Linda's  teaching  methods,  he  began  a  daily  class  for 
several  men  who  might  benefit  from  simple  academics.  Claiming 
to  know  nothing  about  teaching,  he  ingeniously  develops  learning 
devices  when  necessary.  For  example,  he  printed  a  letter  of  the 
alphabet  on  a  card  which  was  especially  difficult  for  one  patient 
to  learn  and  asked  him  to  hold  the  card  and  to  name  the  letter 
periodically.  The  patient  learned  the  letter. 

I  Dwain  next  gained  approval  for  a  class  in  the  maximum  security 
building  (Spruill  proper)  where  there  is  scantly  structured  activity 
for  men  whose  learning  and  emotional  problems  are  severe.  The 
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learning  process  was  initially  slow  and  tenuous.  Necessarily  short 
lessons  are  enlivened  with  Parchesi  games  for  counting  practice 
and  painting  and  clay  modeling  for  creative  pleasure.  Soon  there 
was  no  more  disruptive  talking  in  class  and  the  new  students  were 
waiting  by  the  gate  for  "teacher"  without  a  reminder. 

Dwain's  approach  to  the  school  program  is  characteristic  of  his 
philosophy  of  hospital  service.  "The  patient  comes  first.  If  you 
respond  to  someone  as  a  man,  he  reacts  to  your  behavior."  His 
faith  in  human  dignity  has  been  reinforced  by  the  Forensic  stu- 
dents' willing  responses  to  school  experiences  and  the  notable 
improvements  in  their  daily  behavior.  Grooming  has  improved.  For 
them,  involvement  in  fighting  and  homosexual  activity  has  ended. 
The  men  are  happier,  more  interested  in  their  future,  and  increas- 
ingly self-confident  and  proud.  Some  of  the  Spruill  men  have  im- 
proved enough  in  overall  functioning  to  merit  a  transfer  to  the 
Annex  and  more  privileges,  activities,  and  responsibilities. 

Forensic  personnel  are  continually  amazed  at  the  behavioral 
byproducts  which  had  little  to  do  with  originating  school.  They 
would  like  to  see  the  program  continue  and  expand  beyond  one 
hour  classes  for  just  a  few.  They  wonder  what  might  come  from  a 
full-time  program  with  a  staff  teacher  and  a  decent  classroom,  in 
terms  of  patient  and  staff  morale,  rehabilitation,  and  more  hopeful 
dispositions  of  men  in  trouble  with  themselves  and  with  society. 
When  a  man  can  write  his  name,  then  he  can  better  shape  his 
own  destiny. 
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EDITORIAL  FOREWORD 

Staffs  of  traditional  child  guidance  clinics  have  long  been 
falsely  accused  of  sitting  in  their  offices  doing  only  one-to-one 
therapy  with  children.  In  my  capacity  as  director  of  a  regional  child 
mental  health  training  facility,  I  have  been  a  frequent  visitor  in 
numerous  clinics  and  have  been  consistently  impressed  by  the  wide 
range  of  unheralded  innovative  programs  for  children  being  quietly 
and  competently  carried  out. 

The  southeastern  regional  meeting  of  the  American  Association 
of  Psychiatric  Services  for  Children  on  May  19  and  20  at  Atlantic 
Beach,  North  Carolina  offered  an  ideal  opportunity  for  interaction, 
exchange,  and  dissemination  of  information  about  these  programs 
and  ideas.  In  order  to  further  these  goals  and  to  share  some  of  the 
papers  resulting  from  the  meeting's  theme — "Innovative  Programs 
With  Children" — this  issue  of  the  North  Carolina  Journal  of  Mental 
Health  has  been  designated  for  publication  of  selected  papers  from 
that  meeting. 

It  is  hoped  that  some  of  the  programs  and  approaches  de- 
scribed will  be  incorporated  into,  and  replicated  by,  existing  mental 
lealth  systems  throughout  our  state  and  the  southeastern  region 

'jjjo   implement   more   goal-directed    improvement   in    child    mental 

he  health  care. 

I      The  interests  of  childhood  and  adolescence  are  the  interests  of 

not'nankind.  It  is  essentially  on  these  concerns,  and  the  establishment 

o'iif  these  concerns  as  mental  health  care  priorities,  that  the  regional 

^"Mieeting  of  the  AAPSC  was  focused  and  with  which  this  issue  of 

he  Journal  of  Mental  Health  deals. 


Thomas  M.  Haizlip,  M.D.,  Chairman 
Southeastern   Region,  AAPSC 


THE  DELIVERY  OF  CHILDREN'S  SERVICES  WITHIN  THE 
COMMUNITY  MENTAL  HEALTH  CENTER 

James  N.  Sussex,  M.D.* 

Professor  and  Chairman,  Department  of  Psychiatry 
University  of  IViiami  School  of  IVledicine 

Looking  at  the  program  for  this  meeting,  it  seems  that  all  the 
papers  and  presentations  you  will  be  hearing  could  be  validly  and 
realistically  included  under  the  theme  that  has  been  given  me  as  a 
title.  I  choose  to  interpret  this  as  meaning  that  I  am  expected  to 
provide  a  sort  of  overview  for  this  conference — a  foundation  on 
which  the  other  program  participants  can  build. 

As  an  observer  over  the  last  few  years,  during  the  period  when 
the  community  mental  health  centers  legislation  of  1963  has  been 
implemented,  I  have  been  generally  disappointed,  and  occasionally 
shocked,  at  the  short  shrift  children's  services  have  usually  gotten. 
We  all  deplore  this,  and  rightly,  but  I  wonder  if  we  are  partly  respon- 
sible for  it  ourselves.  Today  I  would  like  to  share  with  you  some 
of  my  thoughts  about  why  we  have  so  much  difficulty  in  planning 
and  implementing  mental  health  services  for  children  in  the  con- 
text of  the  community  mental  health  center. 

A  considerable  part  of  the  difficulties  we  face  in  implementing 
mental  health  services  for  children  seems  to  me  to  stem  from  our 
tendency  to  view  them  in  the  context  of  treatment  of  a  sick  per- 
son— the  traditional  medical  model.  This  is  understandable  and 
supportable  in  the  context  of  severe  mental  illness,  but  planning 
a  mental  health  care  system  on  a  broader  scale  than  for  severe, 
mental  illness  alone  surely  requires  an  approach  more  in  line  with 
public  health  principles  than  that  we  usually  use. 

The  severity  of  mental  illness  is  really  not  what  makes  it  a 
public  health  matter.  It  is  the  combination  of  other  factors — the 
number  of  people  who  are  subject  to  it,  the  fact  that  in  most  of  its 
forms  it  can  be  considered  a  chronic  condition,  either  in  the  sense 
of  its  being  an  intermittent  or  relapsing  disorder  or  its  being  a 
continuingly  disabling  and  incapacitating  one,  and  the  inability  of 
many  of  its  victims  to  pay  for  necessary  care. 

When  we  speak  of  public  health,  we  usually  think  in  terms  of 
prevention.  We  can  consider  prevention  as  being  carried  out  at 


*Vice-President  and   President-Elect,  American  Association   of   Psychiatric 
Services  for  Children.  Uii 
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primary,  secondary,  and  tertiary  levels.  Primary  prevention  quite 
clearly  implies  keeping  the  disorder  from  occurring  in  the  first 
place  and  inevitably  involves  attempts  to  identify  and  eliminate,  or 
at  least  to  inactivate,  the  agents  that  cause  the  disorder.  For  mental 
illness,  this  means  learning  much  more  than  we  know  now  about 
what  conditions  cause  it  or  predispose  to  it.  Such  agents  or  influ- 
ences will  range  from  ones  that  are  transmitted  genetically  from 
generation  to  generation  to  those  that  are  parts  of  the  environment 
in  which  each  generation  lives.  They  will  range  from  the  pure  bio- 
chemical at  one  end  of  the  spectrum  to  the  social  and  cultural  at 
the  other. 

One  of  the  many  criticisms  leveled  at  psychoanalysis  is  that 
the  goal  the  analyst  has  for  his  patient,  regardless  of  what  he  may 
say  it  is,  is  to  cast  him  in  the  mold  of  the  analyst  himself — that 
for  this  reason  if  no  other  psychoanalysis  is  not  appropriate  or 
effective  for  any  patient  whose  race,  socio-economic  background, 
value  system  or  world  view  is  very  different  from  that  of  the 
analyst.  As  a  matter  of  fact,  in  practice,  for  those  patients  who  are 
greatly  different  from  the  analyst  in  those  ways  (and  who  have, 
for  whatever  reason,  been  accepted  for  analysis)  the  process  is  not 
often  successful.  Since  all  of  us  would  prefer  to  use  our  available 
time  to  attend  people  who  are  likely  to  benefit  from  our  services, 
it  isn't  odd  to  find  that  eligibility  criteria  for  becoming  an  analytic 
patient  have  been  very  rigid  and  restricted.  Since  analysis,  then, 
accepts  so  few  patients  for  treatment  and  excludes  so  many  that 
need  treatment,  it  would  be  easy  to  conclude  that  it  should  be 
discarded  entirely.  I  don't  think  so.  Every  treatment  modality  that 
exists  at  all  must  have  helped  someone  at  some  time,  and  we  need 
all  the  helping  measures  we  can  find.  But  we  should  face  squarely 
the  fact  that  each  treatment  has  its  major  applications,  not  for  all 
people  who  are  mentally  ill,  but  for  certain  people  in  certain  cir- 
cumstances who  are  ill  in  particular  ways. 

For  an  analyst  to  claim  that  certain  highly-selected  patients 
have  benefited  much  from  psychoanalysis  is  perfectly  warranted 
since  it  can  be  shown  to  be  true.  For  an  analyst  to  claim  that 
psychoanalysis  is  the  best  treatment  method,  and  to  condemn 
other  treatment  methods,  without  defining  the  patient  population 
he  is  talking  about,  is  ridiculous.  It  is  just  as  ridiculous  for  critics 
of  psychoanalysis  to  condemn  it  as  useless  or  to  claim  their  own 
treatment  method  as  the  panacea  for  all  kinds  of  mental  illness. 
There  are,  in  fact,  amazingly  similar  improvement  statistics  among 
the  various  psychodynamic  therapeutic  approaches.  These  improve- 
ment statistics  also  differ,  but  little— at  least  in  terms  of  sympto- 
matic improvement— from  those  therapies  using  such  behavior 
modification  approaches  as  desensitization,  operant  conditioning, 
or  aversive  therapy. 
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As  a  matter  of  fact,  none  of  these  approaches  has  been  by 
itself  an  adequate  theoretical  or  practical  foundation  on  which  to 
base  all  treatment  and  rehabilitative  efforts.  Learning  theorists  are 
acknowledging  ever  more  readily  that  their  body  of  theory  and 
techniques  has  not  taken  emotional,  social  and  cultural  factors 
sufficiently  into  account.  They  are  acknowledging  that  feelings  and 
attitudes,  social  values,  belief  systems  and  world  views  are  inti- 
mately involved  in  the  learning  process — that  the  pure  operant 
conditioning  model,  for  example,  fails  to  take  into  consideration 
cognitive,  perceptual  and  interpretive  factors  that  quite  clearly  get 
into  even  those  laboratory  experimental  situations  presumably  con- 
trolled to  exclude  such  factors. 

Opportunity  for  Learning 

All  forms  of  therapy  and  rehabilitation  provide  in  one  way  or 
another  an  opportunity  for  a  patient  to  learn  new  adaptive  tech- 
niques. Even  the  most  non-directive  of  therapeutic  methods  in- 
cludes some  indications  of  what  the  therapist  expects  of — really 
desires  from — the  patient  and  of  what  he  will,  therefore,  approve. 
Since  the  therapist's  approval  is  just  as  real  a  form  of  reward  as 
are  M  &  M's,  it  follows  that  no  dynamic  therapy  is  completely  free 
of  operant  conditioning  elements.  And  since  even  the  most  rigidly 
controlled  learning  theory  situations  have  been  acknowledged  to 
involve  cognitive,  perceptual  and  interpretive  elements,  it  would 
follow  that  all  dynamic  psychotherapy  involves  learning  and  all 
behavior  modification  methods  involve  social  and  cultural  factors — 
that  all  these  methods  fall  along  a  continuum  rather  than  being 
intrinsically  different  and  mutually  exclusive. 

If  it  is  true  that  all  of  us  who  treat  a  mentally  ill  patient  are 
trying  to  help  him  abandon  maladaptive  patterns  and  adopt  more 
effective  ways  of  getting  along  and  are  using  various  combinations 
of  elements  along  this  continuum  of  phenomena,  we  should  not 
need  to  apologize  to  anyone  for  the  fact  that  we  may  use  different 
elements  than  someone  else  uses.  The  importance  of  the  elements 
varies  with  the  characteristics  of  the  patient,  his  life  experiences, 
the  circumstances  to  which  he  will  return  after  treatment  is  com- 
pleted, the  stage  of  the  treatment  or  rehabilitative  process,  and 
the  particular  task  with  which  he  is  faced  at  the  moment.  Also  of 
importance  are  the  characteristics  of  the  therapist,  iiis  life  experi- 
ences, and  the  particular  objective  he  is  trying  to  reach  in  his  work 
with  the  patient. 

I  hold  in  deep  respect  and  well  worth  retaining  the  medical 
model  as  the  prototype  of  crisis  intervention,  but  I  regard  treatment 
as  spanning  a  tremendously  broader  range  of  services  than  this 
alone.  Because  mental  illness  and  social  maladaptation  are,  if  not 
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co-terminous,  at  least  overlapping  to  a  very  considerable  degree, 
we  are  really  talking  about  teaching  people  how  to  live  success- 
fully. 

Some  of  this  teaching,  both  in  a  crisis  situation  and  during 
the  longer  rehabilitative  and  reeducative  phase,  will  still  need  to 
be  directed  heavily  toward  the  individual  who  is  already  in  trouble. 
But  we  must  enlist  the  patient's  family  in  the  process  as  soon  and 
as  much  as  we  can  to  help  the  individual  patient  to  recover  and 
maintain  his  mental  health,  but  also  to  cast  the  rest  of  the  family 
in  the  role  of  population  at  risk  and  to  be  sure  that  our  efforts 
with  them  contain  elements  of  prevention  at  both  secondary  and 
tertiary  levels.  And  we  must  also,  at  the  same  time,  work  toward 
changing  those  aspects  of  our  environment  that  contribute  to  mal- 
adaptation  and  mental  illness  in  the  hope  of  preventing  these 
things  in  the  first  place. 

Those  of  us  engaged  in  planning  and  operating  mental  health 
services  for  children,  and  I  presume  that  includes  most  of  us  here 
in  one  way  or  another,  are  faced  today  with  a  crisis.  This  crisis 
stems  from  a  re-ordering  of  priorities  by  those  who  administer  our 
nation.  Our  views  do  not  match  those  of  the  forces  within  the 
current  administration  which  would  seriously  curtail  funds  for 
operating  the  community  mental  health  centers'  program  and 
which  would  eliminate  entirely  funds  for  training  programs  in  the 
mental  health  professions.  In  the  face  of  this  crisis,  we  can  do  one 
of  two  things.  We  can  muster  our  data  and  confront  our  critics 
with  a  united  front,  and  in  a  way  that  will  lead  to  their  accepting 
the  value  of  what  we  do  clinically,  or  we  can  involve  ourselves  in 
conflicts  about  jurisdictional  and  theoretical  issues  and  fail  to 
convince  anyone  that  we  have  anything  worth  saving  in  our  mental 
health  services  for  children. 

In  a  comprehensive  mental  health  care  system  for  children 
significant  people  will  come  from  many  different  professions  and 
disciplines,  and  will  bring  with  them  a  variety  of  skills  and  com- 
petencies as  well  as  theoretical  viewpoints.  I  think  it  was  Franklin 
who  said  that  we  must  hang  together  or  we  will  hang  separately. 
Our  ultimate  success  or  failure  rests  on  the  extent  to  which  we 
can  agree  on  our  objectives,  the  kind  of  end-product  we  seek  to 
produce,  what  we  consider  to  be  a  mentally  healthy  child  and 
family,  how  well  each  of  us  selects  and  uses  the  means  by  which 
we  do  our  particular  job  in  the  mental  health  care  system,  and 
how  well  we  fit  these  together  to  achieve  consistency  and  con- 
tinuity in  our  efforts.  At  this  point  in  history  it  seems  to  me  very 
important  that  we  be  successful. 

Secondary  prevention  involves  keeping  a  disorder,  once  it 
occurs,  from  occurring  again  and  from  doing  permanent  damage  of 
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any  sort.  Effective  prevention  at  this  level  obviously  includes  treat- 
ment as  a  necessary,  but  not  usually  sufficient,  component.  The 
crisis  intervention  model  as  treatment  alone,  for  example,  falls 
short  of  being  secondary  prevention  unless  it  specifically  includes 
measures  that  not  only  lead  to  recovery  from  the  critical  episode 
but  also  insure  that  no  further  such  episodes  occur — or  at  least 
that  they  occur  less  frequently  and  with  less  severity.  Obviously, 
the  earlier  in  its  course  a  disorder  can  be  treated,  the  more  likely 
it  is  that  undesirable  consequences  can  be  averted. 

Tertiary  prevention  involves  keeping  permanent  disability  as 
little  as  possible  when  a  disorder  has  effects  that  cannot  be  re- 
versed. I  am  referring  to  disability  that  might  result  from  a  disorder 
that  received  adequate  treatment  but  which  left  damage  that  can 
itself  never  be  repaired,  or  from  a  disorder  that  cannot  be  perma- 
nently cured  at  all.  An  example  of  the  former  is  the  amputation  of 
a  mangled  leg  and  substitution  for  it  by  a  prosthesis.  Mental  illness 
generally  probably  falls  in  the  second  category  of  those  disorders 
that  really  can't  be  cured  but  the  degree  of  disability  from  which 
will  depend  mostly  on  what  kind  of  tertiary  preventive  measures 
we  take.  It  seems  obvious  that  in  such  a  circumstance  continued 
medical  treatment  may  be  required.  It  is  also  obvious  that  much 
is  necessary  that  isn't  medical  at  all — reeducation  of  impaired 
function,  training  for  new  functions,  evaluation  of  aptitudes.  The 
key  words  at  this  level  are  obviously  education  and  rehabilitation. 

Underlying  efforts  at  each  of  these  levels  is  a  philosophy 
which  sees  providing  help  to  the  person  in  need  as  equalled  in 
importance  by  expecting  him  to  use  whatever  strengths  and  capa- 
bilities he  has  to  regain  and  maintain  a  state  of  adequate  adjust- 
ment. 

Spectrum  of  Services 

It  seems  apparent  that  a  really  comprehensive  mental  health 
care  system  for  children  would  need  to  embrace  a  whole  spectrum 
of  services,  those  which  are  treatment-oriented  in  the  narrowest 
sense  comprising  but  one  element,  and  education  in  the  broadest 
sense  being  the  sine  qua  non  of  the  whole  system.  Each  level  of 
prevention — or  intervention — requires  that  some  sort  of  education 
or  reeducation  be  brought  into  play.  At  the  level  of  primary  pre- 
vention, this  educational  effort  will  probably  be  more  group  or 
community  focused  than  aimed  at  individuals.  At  secondary  and 
tertiary  levels,  the  most  immediate  focus  is  the  individual. 

It  is  of  considerable  importance  at  both  secondary  and  tertiary 
levels,  if  treatment  and  rehabilitation  are  to  be  effective,  that 
people  with  whom  the  patient  lives  and  on  whom  he  depends  also 
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be  drawn  into  the  process — something  that  almost  always  requires 
the  un-learning  of  some  old  attitudes  and  patterns  of  behavior  and 
the  learning  of  new  ones.  In  considering  mental  health  programs 
for  children,  this  means  that  families  must  be  as  much  a  part  of 
the  "target  population"  for  mental  health  services  as  the  child 
who  is  identified  as  the  patient. 

Many  centers  still  focus  on  pathology  for  evaluating  patients 
and  formulating  a  plan  of  treatment.  A  patient  is  regarded  as  sick, 
as  manifesting  an  ego  defect,  or  as  having  some  abnormality  that 
must  be  gotten  rid  of.  This  tendency  to  think  in  terms  of  pathology 
is  perhaps  the  weakest  aspect  of  the  so-called  medical  model. 

Those  of  us  who  work  with  children  are,  perhaps,  less  likely 
to  be  caught  in  a  pathology-oriented  approach  than  those  who 
work  with  adults.  We  tend  to  dislike  diagnostic  labels  and,  instead, 
to  think  of  our  patients  as  having  trouble  of  some  sort  with  which 
they  need  help.  We  are  likely  to  formulate  a  treatment  plan  based 
on  the  strengths  and  potentialities  of  a  child  and  his  family  rather 
than  on  their  weaknesses  and  shortcomings.  We  are  concerned 
with  health  rather  than  illness. 

Even  as  accustomed  as  we  are,  though,  to  using  such  an  adap- 
itational  model  in  developing  mental  health  services  for  children, 
we  would  do  well  to  be  more  attentive  to  the  need  for  more  accu- 
rate and  specific  identification  and  description  of  the  problem 
brought  to  us,  more  explicit  setting  of  treatment  goals,  a  more 
precisely  outlined  course  of  action  and,  finally,  more  formal  evalu- 
ation of  the  outcome.  And  increasingly,  we  should  seek  ways  for 
the  patient  and  the  family  to  participate  in  making  these  deter- 
minations. 

In  considering  the  state  of  our  art  at  this  point  in  time,  we 

are  weakest,  it  seems  to  me,  in  our  ability  to  match  a  particular 

patient  with  the  treatment  modality  best  suited  to  his  needs  and 

1  most  likely  to  produce  the  outcome  we  seek.  As  a  consequence, 

1  we  mental  health  professionals  have  an  unfortunate  tendency  to 

t 'embrace  one  therapeutic  approach  as  the  panacea  for  all  mental 

t  health  problems— sometimes  as  though  it  is  a  religious  faith.  It  is 

f  understandable  that  a  person  who  has  specialized  in  a  particular 

1  area  and  who   has   learned   particular  skills  and   competences   is 

i-  likely  to  view  people  coming  to  him  for  help  in  the  frame  of  refer- 

ifience  he   knows  best.  We   in   mental   health   deplore,   though,  the 

d  tendency  of  surgeons  to  view  their  patients  in  the  narrow  context 

of  an  organ  with  disordered  anatomy  or  physiology  with  excision 

as  the  method  of  choice.  Yet  we  are  not  exempt  from  the  tendency 

^to  see  those  who  come  to  us  for  help  in  the  relatively  narrow  con- 

Vtext  of  our  own  views  of  disordered  psychological  function  and  of 

'°  3ur  own  competences  to  do  something  about  it. 
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Different  people  with  different  problems,  coming  from  varying 
backgrounds  and  life  styles  and  possessing  their  own  unique  ego 
strengths  and  coping  capabilities,  will  require  different  kinds  of 
intervention.  Different  kinds  of  intervention,  in  turn,  will  require 
different  kinds  of  helping  people,  or  various  people  with  different 
kinds  of  helping  skills.  One  of  the  problems  we  all  have  is  keeping 
an  open  mind  about  treatment  approaches  that  differ  from  those 
in  which  we  ourselves  have  gained  competence  and  confidence. 
Yet  surely  any  measure  that  proves  helpful  would  appear  justified 
from  a  pragmatic  standpoint  provided  its  use  and  its  effects  are 
studied  and  evaluated. 

Effective  Treatment  and  Rehabilitation 

Good  treatment  and  rehabilitation  have  always  been  important 
if  a  disabled  person  is  to  be  helped  through  his  crisis  and  restored 
to  activity  again.  It  is  not  less  so  now  than  in  the  past.  Thirty  years 
ago,  however,  there  was  reasonable  agreement  on  what  we  were 
trying  to  do  in  treating  and  rehabilitating  a  mentally  ill  or  disabled 
person.  We  were  fairly  sure  of  what  his  aims,  aspirations  and  atti- 
tudes were.  We  were  fairly  certain  of  the  kinds  of  stresses  he  would 
be  subjected  to  once  he  was  through  his  crisis — in  school,  on  the 
job,  or  at  home  with  his  family.  We  were  reasonably  sure  of  the 
value  and  belief  system  to  which  he  would  have  to  adapt  himself 
if  he  were  to  avoid  being  cast  again  in  the  role  of  patient.  We  had 
definite  objectives  toward  which  to  work — objectives  shared  by  all 
Americans — or  at  least  all  Americans  who  were  adult,  mature,  well- 
adjusted  and  mentally  healthy.  We  knew  what  was  expected  of  our 
patients  by  each  of  the  important  people  or  institutions  in  his  life — 
his  parents,  his  spouse,  his  children,  his  boss,  his  neighborhood, 
his  church,  his  government.  So  we  knew  what  was  expected  of  us 
when  he  fell  ill  and  became  our  patient. 

Nowadays,  just  a  generation  later,  none  of  us  can  be  so  sure 
of  what  our  objectives  are  when  we  try  to  treat  and  rehabilitate  a 
psychiatric  casualty.  We  could  say,  of  course,  that  our  goal  is 
recovery  from  his  illness  to  the  point  where  he  can  adapt  success- 
fully once  more — or  adapt  successfully  for  the  first  time  if  he  had 
never  been  successful  before.  But  adapt  to  what?  We  are  no  longer 
at  all  sure  what  is  expected  of  us  and  what  we  should  expect  of 
ourselves.  The  age  of  certainty  of  identity  is  gone — maybe  never 
to  come  again — when  we  knew  exactly  what  we  meant  by  being  a 
good  Christian,  a  good  American,  a  good  man  or  woman,  a  good 
husband  or  wife — when  we  knew  exactly  what  we  would  have  to 
do,  or  a  mentally  ill  patient  would  have  to  do,  to  earn  those  desig-i 
nations. 


PROJECT  ENLIGHTENMENT  ...  A  MENTAL  HEALTH 
PROGRAM  FOR  YOUNG  CHILDREN* 

Alice  K.  Burrows 

Program  Director 

Project  Enlightenment 

Raleigh,  N.  C. 

Why  is  it  that  some  children  grow  up  to  lead  lives  of  produc- 
tivity, creativity,  serenity  and  joy  while  others  tragically  waste  their 
lives  and  are  forever  worried,  frustrated,  miserable,  and  unhappy? 
There  are  many  reasons  why;  some  are  recognized  and  understood 
while  others  are  not.  But  it  is  known,  though  perhaps  not  widely 
accepted,  that  one  of  the  biggest  single  determinants  of  a  child's 
future  success  and  happiness,  or  lack  of  them,  is  what  happens 
to  him  in  the  crucial  years  between  the  time  he  is  born  and  the 
time  he  enters  school.  Birth  to  six  years  old  ...  a  period  over  which 
he  has  so  little  control,  and  yet,  a  period  which  will  control  the 
rest  of  his  life;  a  period  with  so  very  much  potential  for  greatness — 
or  despair. 

Never  again  will  the  child's  mind  develop  as  quickly,  both 
intellectually  and  emotionally,  as  during  these  preschool  years; 
never  again  will  he  have  such  an  opportunity  for  developing  good 
mental  health.  When  he  enters  school,  to  a  large  extent,  the  die 
is  cast. 

This  is  known,  almost  beyond  dispute,  and  yet,  there  are  an 
estimated  200,000  emotionally  handicapped  children  in  North  Caro- 
lina schools;  at  least  one  out  of  every  ten  children  has  emotional 
handicaps  which  may  erupt  later  in  life  as  delinquency,  alcoholism, 
and  other  types  of  unfortunate  behavior  ultimately  leading  to  jails, 
mental  hospitals,  or  lives  of  desperation,  unhappiness,  and  wasted 
potential. 

In  an  attempt  to  recognize  and  deal  with  this  urgent  problem, 
the  Raleigh  public  schools  have  developed  a  program  of  early 
detection,  intervention,  and  prevention  called  Project  Enlighten- 
ment. The  program's  objective  is  to  identify  and  deal  with  children 
with  emotional  handicaps  before  they  enter  public  schools  so  that 
they  can  achieve  greater  success  in  school  and  in  life.  The  staff 
and  program,  being  a  part  of  the  public  school  system  and  thus 
educationally  oriented,  attempts  to  deal  with  the  emotional  prob- 
lems of  children  through  a  psycho-educational  approach  using  the 
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expertise  of  school  personnel  and  part-time  clinical  mental  health 
consultants  from  the  Wake  County  Mental  Health  Center  and  Child 
Psychiatry  Training  Program  at  Dorothea  Dix  Hospital  in  Raleigh. 
The  primary  goal  is  to  provide  educational  methods  and  techniques 
for  helping  young  children  within  their  environment,  rather  than 
attempting  to  provide  scarce  and  costly  clinical  assistance  for 
dealing  with  their  problems. 

One  of  the  main  facets  of  this  demonstration,  service,  and 
research  project  is  its  consultative  services.  In  the  early  stages 
of  project  development  five  pilot  preschool  centers,  which  demon- 
strated a  representative  sample  of  the  preschool  population  of 
Wake  County,  were  selected  to  receive  concentrated  service  from 
the  project's  two  consulting  teachers.  Intensive  work  was  carried 
out  in  these  centers  including  observation;  regular  conferences 
with  teachers  and  directors;  work  with  individual  and  groups  of 
children;  and  parent  and  teacher  conferences  with  the  project 
social  worker.  The  services  have  now  been  expanded  to  offer  con- 
sultation, support,  and  resources  to  any  of  the  county's  100  pre- 
school centers  which  request  the  project's  help.  By  working  in 
these  facilities,  the  project  has  established  a  two-day  network  of 
communication  which  keeps  the  staff  in  close  contact  with  chil- 
dren, teachers,  and  directors  throughout  the  city  and  county. 

The  main  objective  of  the  consultative  services  is  to  help  the 
regular  teacher  help  children  with  problems  in  their  own  settings 
through  a  joint  effort  of  observing  the  child  and  determining  what 
his  problems  are,  working  out  a  plan  through  which  he  can  be 
helped,  with  the  teacher  implementing  the  plan  together  with 
support  from  the  project  staff.  The  project's  demonstration  nursery 
school  is  also  available  for  a  short-term  placement  of  a  child  if  the 
goals  for  him  cannot  be  accomplished  in  the  center.  Hopefully, 
this  consultative  aspect  of  the  project  will  serve  an  educational 
function  through  which  teachers  and  directors  may  become  more 
skillful  in  identifying  and  helping  children  with  problems. 

Demonstration  Nursery  School 

The  demonstration  nursery  school,  housed  at  Myrtle  Under- 
wood Elementary  School,  is  a  vital  part  of  the  project.  The  morning 
and  afternoon  sessions  consist  of  educational  programs  for  two 
separate  groups  of  children  who  come  from  diverse  backgrounds 
and  demonstrate  a  normal  range  of  emotional  adjustments,  de- 
velopmental stages,  abilities,  and  interests  which  would  be  found 
in  any  preschool  program.  Children  referred  as  having  problems 
may  be  worked  into  one  of  these  stable  groups  for  a  short-term 
open-ended  period  of  observation  and  evaluation  or  placement  for 
help.  Most  children  remain  in  the  program  for  an  indefinite  period 
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of  therapy,  but  some  are  referred  to  other  sources.  Referrals  by 
parents,  preschool  centers,  community  agencies,  pediatricians  and 
child  psychiatrists  are  a  main  source  for  placement.  The  school  is 
used  as  an  observation  and  training  center  for  parents,  teachers 
and  early  childhood  students  with  the  important  purpose  of  demon- 
strating that  a  regular  classroom  teacher  can  learn  to  work  effec- 
tively with  children  who  have  problems.  Even  though  the  program 
serves  a  much  smaller  group  than  most  preschools  and  has  a  full- 
time  teacher  and  instructional  assistant,  it  is  hoped  that  visitors 
and  trainees  will  look  beyond  these  differences  and  get  workable 
ideas  about  methods,  techniques,  equipment,  curriculum  materials, 
and  an  atmosphere  conducive  to  good  mental  health. 

In  attempting  to  establish  a  continuity  of  education  for  chil- 
dren with  emotional  problems,  the  project  has  developed  perma- 
nent information  records  to  follow  the  child  from  his  entrance  in 
a  preschool  program  into  the  public  schools.  Every  first  grade 
teacher  in  the  system  and  a  random  sample  of  preschool  teachers 
and  directors  were  given  opportunity  to  contribute  ideas  for  this 
record  and  to  evaluate,  refine,  and  revise  it.  First  grade  teachers 
have  expressed  much  enthusiasm  about  receiving  this  record  so 
that  they  can  plan  more  effectively  for  individual  children.  The 
project  staff  is  also  involved  in  setting  up  conferences  between  the 
child's  past  and  future  teachers  to  serve  as  a  model  of  continuous 
educational  planning,  and  to  help  the  new  teacher  know  more  about 
the  child  and  positive  ways  of  dealing  with  him. 

Research  and  Evaluation 

Research  and  evaluation  are  important  components  of  Project 
Enlightenment.  In  cooperation  with  Human  Resource  Consultants 
of  Chapel  Hill,  the  project  is  developing  and  validating  a  screening 
inventory  which  will  help  parents  detect  problems  in  their  four- 
year-old  children.  Called  REDI-4  (Raleigh  Emotional  Development 
Inventory),  the  instrument  will  not  only  help  parents  identify  prob- 
lem areas,  but  it  will  also  offer  help  in  understanding  the  child  and 
providing  intervention  ideas  for  dealing  with  problems.  Project 
evaluators  have  been  contracted  from  the  Chapel  Hill  Preschool 
Project  for  Handicapped  Children,  and  their  work  contributes  much 
to  the  overall  project  effectiveness. 

Working  in  close  cooperation  with  other  agencies  in  the  area 
has  been  of  great  value  to  the  project.  Some  of  these  agencies 
have  been  the  Wake  County  Mental  Health  Center,  Child  Psychiatry 
Training  Program  of  Dorothea  Dix  Hospital,  Wake  Opportunities, 
North  Carolina  State  University  sociology  and  psychology  depart- 
ments, the  Division  for  Disorders  of  Development  and  Learning  in 
Chapel  Hill,  and  private  pediatricians  and  psychiatrists.  Volunteer 
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work  has  been  an  important  contribution  to  effective  operation 
with  the  Junior  Woman's  Club  providing  transportation,  Meredith 
College  and  North  Carolina  State  University  students  working  in 
the  nursery,  and  parents  serving  in  many  capacities.  An  advisory 
board  made  up  of  first  grade  teachers,  principals,  preschool  teach- 
ers and  directors,  a  pediatrician,  parents,  representatives  of  the 
community,  special  education  personnel,  and  school  administra- 
tors is  in  operation  to  share  ideas  concerning  how  best  to  meet 
the  needs  of  children  and  the  most  effective  way  to  use  project 
resources. 

The  project  holds  regular  workshops  on  topics  pertinent  to 
early  childhood  education  and  good  mental  health  for  all  known 
preschool  personnel  in  Wake  County;  first  grade  teachers  are  also 
invited  to  attend.  Participants  are  involved  in  planning  subsequent 
workshops  which  give  credit  through  the  State  Department  of 
Public  Instruction.  It  is  believed  that  these  workshops,  which  have 
proven  to  be  a  very  popular  component  of  the  project,  serve  as 
valuable  tools  to  meet  its  overall  objectives. 

Project  Enlightenment  is  a  program  dedicated  to  helping  chil- 
dren in  their  most  formative  years.  Its  primary  goal  is  to  provide 
educational  methods  and  techniques  for  helping  children  with 
emotional  handicaps  in  their  own  environment.  Through  its  work 
of  re-education  with  children  in  the  preschool  centers  and  the 
nursery  program,  through  the  establishment  of  continuous  edu- 
cation records,  through  development  and  validation  of  a  screening 
instrument,  the  staff  feels  it  is  reaching  and  will  continue  to  reach  | 
many  children  in  need  of  help. 


Note:  Additional  information  is  available  by  writing  the  project 
in  care  of  the  Raleigh  public  schools  or  by  calling  755-6935. 


DEVELOPMENT  OF  REGIONAL  CHILD  MENTAL  HEALTH 
TRAINING  PROGRAMS 

Thomas  M.  Haizlip,  M.D. 

Director,  Child  Mental  Health  Training 
Dorothea  Dix  Hospital 

The  distinguished  philosopher-educator  John  Dewey,  whose 
remarkable  career  spanned  the  greater  part  of  the  past  century, 
once  remarked  that  "What  the  best  and  wisest  parent  wants  for 
his  own  child,  that  must  the  community  want  for  all  its  children." 
In  his  typical,  practical  approach,  with  a  continuing  emphasis  on 
human  experience,  Dewey  anticipated  an  attitude  which  has  be- 
come increasingly  prevalent  in  recent  years.  Many  factors — urbani- 
zation, population  expansion,  the  decrease  in  family  stability,  the 
proliferation  of  external  influences  and  pressures,  the  growth  of 
child-oriented  professional  disciplines,  to  mention  only  a  few — 
have  led  to  both  public  and  private  concern  that  the  needs  of 
children  be  brought  into  focus,  and  the  growing  conviction  that  the 
quality  of  existing  services  is  often  deficient. 

It  has  become  evident  that  emotional  disturbance  is  not  an 
isolated  problem  and  that  its  prevention  and  treatment  must 
necessarily  involve  a  unified  commitment  relevant  to  the  needs  of 
the  total  child.  The  provision  of  comprehensive  care  must  take 
into  account  individual  development — physical,  mental,  and  emo- 
tional. As  described  by  the  North  Carolina  Council  of  Child  Psychi- 
atry, the  healthy  child  is  "one  who  actively,  flexibly,  rationally  and 
age-appropriately  masters  his  environment  most  of  the  time,  ex- 
hibits the  capacity  for  love,  work,  and  play,  and  enjoys  a  certain 
sense  of  mental  well-being."^  It  thus  becomes  apparent  that  mastery 
of  environment  must  involve  the  tailoring  of  the  milieu  to  the  needs 
of  the  individual  child,  and  that  the  age  and  stage  of  the  child 
largely  determine  the  extent  of  his  ability  to  cope  with  stress  at 
any  given  time. 

It  is  fortunate  that,  mainly  within  the  past  century,  the  fallacy 
of  regarding  children  as  minature  adults  has  given  way  to  a  more 
realistic  perspective  based  on  developmental  knowledge.  We  no 
longer  see  children  in  the  Lilliputian  image;  we  realize  that  children 
and  adults  necessarily  differ  in  significant  ways.  The  notion  of 
total  parental  responsibility  for  children's  problems,  widely  ac- 
cepted even  less  than  fifty  years  ago,  has  given  way,  particularly 
in  the  view  of  workers  concerned  with  child  welfare,  to  the  assump- 
tion that  the  community,  that  parents,  and  indeed  the  child  himself 
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must  share  in  both  responsibility  and  activity  directed  toward  the 
eventual  evolvement  of  a  mature  adult. 

With  a  developmental  approach  in  mind,  many  programs  are 
attempting  to  deal  with  the  child  on  his  own  level.  Efforts  are  being 
made  in  prenatal  counseling,  mother-baby  care  groups,  the  advo- 
cacy of  greatly  improved  and  extended  day  care  facilities,  and  the 
provision  of  public  preschool  opportunities  for  those  under  the  age 
of  six.  The  latest  census  data  for  our  state  indicates  that  about 
30%  of  the  child  population,  or  more  than  500,000  children,  fall 
Into  the  under-six  category.  The  dependency  load  on  the  productive 
population  is  further  increased  by  the  fact  that  12.6%  of  families 
with  children  under  18  have  female  heads-of-household  It  would 
be  safe  to  assume  that  roughly  the  same  proportion  exists  in  the 
other  states  in  the  southeastern  region  represented  here.  One 
hopeful  note  is  that  the  percentage  representing  the  under-six 
child  population  is  lower  than  the  roughly  35%  of  the  total  North 
Carolina  population  below  the  age  of  18,  reflecting  the  decline  in 
the  birthrate  since  the  late  1950's.^  If  this  trend  continues,  it 
could  prove  advantageous  in  the  proportionate  availability  of 
trained  personnel   in  the  crucial  formative  years. 

In  dealing  with  emotional  disturbances  of  the  school-aged 
child,  there  has  been  a  recent  upsurge  of  interest  in  learning  dis- 
ability problems  which  have  been  a  primary  target  for  the  P.T.A. 
work  during  the  current  school  year.  However,  public  school  enroll- 
ment figures  for  1971-72  indicate  that  of  the  1.3%  enrolled  in 
special  education  classes  grouped  in  eleven  categories,  only  38  are 
in  special  classes  for  the  emotionally  disturbed,  and  only  88  are  in 
classes  designed  specifically  for  those  with  learning  disabilities.-^ 
Despite  drug  abuse  and  rehabilitation  programs,  recently  success- 
ful efforts  in  our  area  to  ensure  continued  schooling  for  adolescent 
pregnant  girls,  and  widespread  public  and  private  programs  aimed 
at  providing  productive  activities  for  our  youth,  juvenile  delin- 
quency remains  a  major  problem.  A  recent  North  Carolina  Bar 
Association  study  reported  that  North  Carolina  has  the  "unenviable 
distinction"  of  ranking  first  in  the  nation  in  the  number  of  children 
committed  to  training  schools  per  capita,  and  that  at  least  half  of 
the  2,400  juveniles  in  custody  belong  elsewhere.  A  significant 
observation  of  the  committee  was  that  "the  most  pressing  need 
is  to  assure  that  children  are  not  confined  to  institutions  and  stig- 
matized as  delinquents  because  they  happen  to  be  unwanted,  have 
unhappy  and  unstable  family  relationships,  are  poorly  motivated 
or  have  specific  learning  problems."^  Outpatient  clinics,  compre- 
hensive mental  health  centers,  psychiatric  hospitals  both  public 
and  private,  and  general  hospitals  with  psychiatric  facilities  offer  , 
varying  degrees  of  service  to  children  with  emotional  disturbances, 
yet  demand  still  far  exceeds  supply. 
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Unfortunately,  it  appears  that  the  many  well-intentioned  pro- 
grams for  prevention,  education,  and  treatment  of  emotional  dis- 
turbance in  children  are,  in  the  words  of  the  National  Commission 
on  Mental  Health  of  Children,  "unevenly  distributed,  meager  in 
quality  and  quantity,  and  poorly  coordinated."  The  1971  Study 
Commission  on  North  Carolina's  Emotionally  Disturbed  Children 
came  to  the  same  conclusion.'  On  a  national  basis,  a  safe  estimate 
is  that  close  to  40%  of  the  population  is  currently  under  the  age 
of  18.  According  to  mental  health  and  manpower  data  provided 
by  NIMH  in  1967,  it  was  estimated  that  in  1972,  of  the  national 
population  under  18,  about  700,000  children  will  be  served  in  clinics, 
with  an  additional  66,000  to  be  served  in  public  psychiatric  hos- 
pitals. By  1975,  approximately  1,200,000  children  will  receive  care 
in  a  psychiatric  facility,  900,000  in  clinics,  the  remainder  in  hos- 
pitals. But  in  terms  of  estimated  need,  in  1975  there  will  be  almost 
78  million  children  under  18  years  of  age.  Assuming  a  most  con- 
servative 10%  estimate  of  those  requiring  help,  close  to  eight 
million  American  children  will  be  in  need  of  help."' 

Despite  this  constant  growth  in  need  of  service,  the  same 
proportion  of  "core  professionals" — psychiatrists,  psychologists, 
social  workers,  and  nurses — is  available  on  a  national  basis  this 
year  as  was  the  case  in  1965;  one  mental  health  professional,  with 
or  without  specialized  training  regarding  children,  for  83  children. 
Thus  we  are  even  today  14%  short  of  our  1965  levels  of  service.'' 
Our  best  estimates  indicate,  for  example,  that  there  are  only  ap- 
proximately 1,200  trained  child  psychiatrists  in  the  United  States. 
Of  3,000  registered  clinical  psychologists,  fewer  than  one-third 
identify  themselves  as  child  psychologists.  There  are  probably 
less  than  2,000  social  workers  with  special  training  or  experience 
in  child  psychiatric  work.  Fewer  than  1,000  hold  graduate  degrees 
in  the  education  of  the  emotionally  disturbed.  Thus  the  total  trained 
manpower  pool  is  almost  unbelievably  inadequate  since  it  involves 
a  ratio  of  only  approximately  one  trained  child  mental  health 
worker  for  every  1,000  children  needing  help.  Little  wonder  that 
recently  NIMH  opted  to  give  its  highest  priority  to  the  development 
of  services  for  children! 

The  latest  data  for  the  Southeastern  Region  of  AAPSC,  com- 
prising six  states  and  the  District  of  Columbia,  indicated  that  in 
1966  our  region  had  a  total  of  246  outpatient  clinics,  24  state  and 
county  psychiatric  hospitals,  26  private  psychiatric  hospitals,  90 
general  hospitals  with  inpatient  psychiatric  facilities,  and  17  day 
and  night  units.  Since  current  regional  figures  are  not  available, 
we  may  assume  that  the  national  proportion — 34% — of  those  re- 
iceiving  outpatient  care  and  8%  of  those  in  inpatient  facilities 
.being  under  18  applies  regionally  as  well  as  nationally."'  Given  the 
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six-year  gap  since  these  statistics  were  collated,  we  may  reason- 
ably infer  that  the  total  number  of  facilities  has  increased,  espe- 
cially in  those  offering  outpatient  child  care. 

North  Carolina  is  a  case  in  point.  In  1956,"  our  state  had  eleven 
mental  health  clinics  in  operation,  nine  of  which  offered  services 
to  children.  By  1966  the  number  had  increased  to  43,"'  and  by  1971 
there  were  55  mental  health  clinics  and  comprehensive  mental 
health  centers."  But  despite  the  fact  that  more  than  30%  of  out- 
patients were  children,  a  fair  estimate  would  put  the  amount  of 
the  state  menfal  health  budget  expended  on  emotionally  disturbed 
children  at  little  more  than  $.05  of  the  total  mental  health  dollar. 
This  bleak  picture  will  hopefully  brighten  in  the  near  future  since 
Dr.  Eugene  Hargrove,  commissioner  of  the  Department  of  Mental 
Health,  has  recently  announced  that  top  priority  is  to  be  given  to 
children's  services  in  the  coming  fiscal  year.  The  Committee  on 
Children's  Services'  budget  for  1973-75  has  recommended  that  as 
soon  as  possible  50%  of  the  staff  time  of  the  department  should 
be  devoted  to  children,  and  existing  diagnostic  and  treatment 
services  should  be  expanded."^ 

A  Realistic  Model 

Realizing  the  shortage  of  manpower  and  the  limitations  in 
funding  common  to  us  all,  how  best  can  we  implement  goal- 
directed  improvement  in  child  mental  health?  We  would  like  to 
propose  the  Regional  Child  Mental  Health  Training  Program  as  a 
model  for  your  consideration.  The  mission  would  be  to  fill  the  man- 
power gap  and  to  help  coordinate  existing  services,  allowing  for 
modification  within  each  region  as  to  its  strengths,  its  needs,  and 
pressing  problems.  Each  program  would  have  responsibility  for 
providing  training,  program  developmental  consultation,  case  con- 
sultation, and  clinical  back-up  services  to  the  area  staff.  The  ulti- 
mate aim  of  these  programs  would  be  to  provide  all  levels  of 
training;  the  core  curriculum  would  be  based  on  the  training  of 
new  professionals. 

We  would  like  to  share  with  you  our  endeavors  in  establishing 
such  a  program  serving  the  south  central  region  of  North  Carolina 
at  Dorothea  Dix  Hospital.  We  began  with  the  training  of  residents 
in  psychiatry  whose  rotations  included  six  months'  full-time  and 
six  months'  part-time  service  in  child  psychiatry.  Funding  for  the 
program,  whose  first  phase  was  directed  toward  its  qualifications 
as  an  approved  Child  Psychiatry  Career  Fellowship  Training  Pro-  - 
gram,  was  first  obtained  from  the  state  legislature  in  1969,  and  the 
center  became  fully  operative  in  July,  1970.  Our  premise  is  that 
adequate  staffing  includes  teams,  each  comprised  of  a  child  psy- 
chiatrist, a  clinical  child   psychologist,  a  child  psychiatric  social 
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worker,  and  a  liaison  educational  consultant.  Such  a  team  would 
ideally  also  include  a  nurse  with  special  training  in  child  mental 
health.  Each  team  then  provides  training  of  new  professionals, 
necessarily  involving  university  affiliations.  Practicum  placement 
of  graduate  students  in  each  discipline  is  presently  arranged  in 
collaboration  with  degree  granting  institutions  in  our  area.  Lately 
we  have  been  able  to  include  shorter-term  placement  of  under- 
graduates in  disciplines  such  as  psychology  and  sociology.  This 
supervised  experience  in  the  laboratory  of  the  region  provides  the 
trainee  with  direct  ways  of  learning  on  the  job,  emphasizes  the 
vital  importance  of  interdisciplinary  cooperation,  and  coordinates 
the  functions  of  universities,  various  other  educational  institutions, 
and  service  delivery  systems. 

Training  activities,  which  are  adapted  to  the  achievement 
levels  of  the  trainees,  include  individually  supervised  diagnosis 
and  therapy,  involving  child,  parent,  group,  and  family  work.  In 
addition  to  weekly  diagnostic  and  treatment  conferences  attended 
by  all  staff  and  trainees,  team  meetings  and  individual  collabora- 
tion with  appropriate  staff  members  give  the  trainee  assistance  in 
planning  and  assessing  the  progress  of  each  case.  As  a  result  of 
this  clinical  experience,  our  staff  and  trainees  now  provide  over 
300  hours  per  month  of  direct  outpatient  and  inpatient  service. 
This  service  includes  interviews  with  both  children  and  parents, 
psychological  evaluation,  and  observational  visits  to  the  school  for 
every  school-aged  patient.  Trainees  also  attend  seminars  on  child 
psychiatry  literature,  parent  therapy,  and  basic  child  psychology, 
as  well  as  special  presentations  such  as  monthly  hospital  grand 
rounds  and  other  invited  speakers.  Staff  meetings,  professional 
meetings,  and  visits  to  other  programs  add  to  trainees'  familiarity 
with  varying  viewpoints  and  professional  enrichment.  University- 
connected  staff  also  conduct  courses,  seminars,  and  deliver  lec- 
tures to  groups  of  students  at  area  colleges  and  universities. 

However,  manpower  shortages  cannot  simply  be  overcome  by 
adding  to  the  supply  of  new  professionals.  The  North  Carolina 
Department  of  Mental  Health  presently  employs  approximately 
12,000  professionals  currently  delivering  services.  A  majority  of 
these  personnel  can  profit  greatly  from  inservice  training  in  normal 
child  development  and  in  diagnosis  and  therapy  of  childhood 
emotional  disturbances.  This  year  our  program  has  presented  two 
three-day  workshops  on  "Diagnostic  Work  With  Children,"  with 
follow-up  presentations  anticipated.  We  have  begun  to  offer  place- 
ment for  workers  at  various  comprehensive  mental  health  centers, 
varying  from  short-term  placement  to  half-time  spent  with  our 
facility.  In  addition,  our  teams  or  individual  staff  members  are 
available  for  consultation  with  mental  health  clinics  and  compre- 
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hensive  centers  at  the  levels  of  direct  services,  client-centered 
consultation,  program  consultation,  and  agency  consultation. 
Ideally,  a  regional  training  program  can  eventually  provide  guid- 
ance in  child  mental  health  work  to  a  wide  variety  of  interested 
persons,  including  psychiatrists  and  other  physicians,  nurses,  teach- 
ers, counselors,  psychologists,  social  workers,  probation  officers, 
ministers,  lawyers,  paraprofessionals,  volunteer  workers,  and,  im- 
portantly, to  parents. 

Service  is  an  inevitable  outgrowth  of  training.  It  is  estimated 
that  community-based  programs,  including  schools,  agencies,  and 
specialized  centers,  should  meet  the  needs  of  90%  of  our  children, 
with  collaboration  and  consultation  available  from  trained  pro- 
fessionals. Our  staff  is  now  providing  about  200  hours  per  month 
of  community  service  in  the  interest  of  maintaining  and  helping  to 
improve  these  many  programs.  Direct  services,  including  compre- 
hensive diagnostic  and  treatment  outpatient  facilities  and  ideally 
restricted  inpatient  facilities,  would  then  take  care  of  the  needs  of 
the  10%  of  the  child  population  which  is  conservatively  estimated 
to  warrant  more  in  depth  attention  for  emotional  disturbance.  Since 
we  do  not  have  a  child  and  adolescent  unit  as  yet,  our  staff  set  up 
a  special  education  school  at  Dorothea  Dix,  which  offered  services 
ranging  from  small  group  and  one-to-one  classes  to  a  recreational 
activities  program  for  116  school-aged  youth  in  1971.  This  overall 
planning  concept  has  guided  our  strategy  for  the  delivery  of  com- 
prehensive mental  health  services  for  children  through  the  logical 
utilization  of  available  professionals  and  those  receiving  training 
at  any  given  time. 

Presently,  two  of  the  four  North  Carolina  regions — the  north 
central  and  the  south  central — have  operative  regional  training 
programs.  We  believe  that  such  programs  as  ours  offer  a  viable 
solution  to  the  problem  of  implementing  goal-directed  improve- 
ment in  child  mental  health.  It  has  been  our  experience  that,  due 
to  the  length  of  professional  training,  a  majority  of  those  who  com- 
plete this  experience  tend  to  permanently  locate  close  to  the 
training  site  area.  Therefore,  we  strongly  advocate  the  initiation 
of  such  programs  in  the  remaining  regions  of  North  Carolina  and 
are  more  than  willing  to  assist  in  establishing  regional  mental 
health  training  programs  in  those  two  areas.  We  also  strongly 
urge  the  other  states  of  the  southeastern  region  to  consider 
similar  efforts  to  coordinate  existing  facilities  in  order  to  increase 
available  trained  personnel  and  to  create  a  climate  of  concern  i 
based  on  enlightened  public  attitude.  More  than  ever  before,  the 
interests  of  childhood  and  adolescence  are  the  interests  of  man- 
kind. If  we  agree  with  this  premise,  we  must  also  agree  that  the 
priority  of  those  interests  cannot  be  ignored. 
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THE  CONJOINT  STRUCTURED  INTERVIEW  WITH 
THE  YOUNGER  CHILD 
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Child  Guidance  Service 
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Washington,  D.  C. 

Traditionally,  in  child  guidance  clinic  evaluations,  significant 
members  of  the  family  were  seen  separately  to  construct  from  sub- 
jective reports  and  the  individual's  manner  of  presentation  a  picture 
of  family  dynamics.  Researchers  have  helped  us  to  appreciate  the 
fact  that  such  reports  are  often  distorted  or,  more  generally,  incom- 
plete, and  emphasize  that  the  whole  can  be  something  more  and 
quite  different  from  the  sum  of  the  parts.  The  family  system  factor 
should  be  added  as  an  entity  to  the  factors  of  the  child's  consti- 
tution, his  state  of  development,  his  specific  relationship  to  his 
parent(s),  the  extramural  surrounding  environment,  chance,  and 
the  child's  interpretation  of  his  own  situation  in  understanding 
behavior  and  in  understanding  specific  resolution  of  the  various 
conflicts  inherent  in  the  "eight  stages  of  man."- 

This  paper  presents  a  family  evaluative  technique  designed  to 
define  qualitatively  this  family  system  factor.  The  prototype  of  the 
conjoint  structure  interview  comes  from  the  work  done  at  MRI, 
Palo  Alto."'  Tasks  requiring  most  verbal  responses  are  offered,  i.e. 
what  is  the  major  problem  in  the  family,  plan  an  outing  together, 
teach  or  explain  a  proverb  to  the  children,  define  which  qualities 
(positive  and  negative)  fit  each  family  member. 

However,  the  younger  child,  (ages  approximately  3-10)  would 
be  penalized  by  the  weighting  on  secondary  process  thinking,  and 
an  opportunity  is  not  taken  to  view  performance,  particularly  in  the 
non-verbal  area,  or  to  assess  the  parents'  ability  to  shift  between 
the  younger  child's  world  of  play  and  the  parents  more  usual  world 
of  work. 

In  addition,  as  Kwiatkowska  states,''  "When  we  compare  family 
art  sessions  with  verbal  family  sessions,  we  (also)  find  a  significant 
difference.  In  the  latter  many  things  may  be  going  on  at  one  time 
but  only  one  person  at  a  time  can  express  himself  in  words  and  be 
heard.  When  the  family  works  together  with  art  materials,  on  the  ^ 
other  hand,  all  members  are  engaged  simultaneously  in  expressive 
activity.  Without  interrupting  this  activity  they  can  comment  spon- 
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taneously  on  each  other's  creations;  they  can  see  how  they  are 
perceived  by  others,  or  expose  their  own  perceptions  of  others. 
They  move,  change  places,  seek  or  give  support,  withdraw,  lead  or 
dominate  the  other  family  members.  Therefore  the  family  art  evalu- 
ation session  gives  us  an  unusually  rich  amount  of  information 
with  a  minimal  expenditure  of  the  family's  and  the  therapists'  time. 

The  specific  tasks  in  this  modified  evaluative  technique  are 
designed  to  be  engaging  to  both  the  adults  and  children,  and 
require  for  most  successful  and  sophisticated  completion,  com- 
plementary work  by  all  members. 

The  interviewer  can  play  a  variable  role  in  this  evaluative 
session  depending  upon  his  own  style  and  conceptual  framework 
and  the  emerging  family  needs  and  dynamics,  but  in  general  might 
convey  this  type  of  introduction.  "I  have  asked  the  family  to  come 
in  today  so  that  I  can  learn  more  about  how  you  work  together  as 
a  team.  I  will  be  giving  you  some  tasks  (jobs)  to  work  on  together 
so  I  can  see  how  you  work,  plan,  and  play.  After  I  give  you  each 
task,  I  will  sit  back,  look,  listen  and  learn.  At  the  end  of  the  session 
we  will  have  a  chance  to  talk  over  what  has  been  learned  and  what 
we  should  do  next." 

The  first  task  consists  of  having  the  family  build  their  house 
where  they  live  out  of  blocks.  The  blocks  are  of  such  a  quality  and 
quantity  that  a  solid  structure  is  difficult  to  construct  and  a  floor 
plan  model  is  more  appropriately  undertaken.  If  the  family  com- 
pletes the  task,  they  are  asked  to  pick  a  member  to  take  the  inter- 
viewer on  a  guided  tour  of  their  model   home. 

On  the  second  task  the  family  is  asked  to  plan  an  outing: 
"actually  plan  in  here  something  you  can  all  do  together  and  enjoy 
in  the  future"  ...  At  an  appropriate  point  the  interviewer  asks  for 
a  report  of  the  planning. 

The  third  task  consists  of  presenting  a  unique  deck  of  cards 
to  the  family  with  the  instructions:  "I  would  like  you  to  make  up 
a  set  of  rules  to  this  deck  of  cards  and  actually  play  a  game."  The 
deck  is  unique  in  that  the  cards  can  be  grouped  by  shapes  and/or 
numbers  even  though  each  card  has  a  picture  of  a  different  object 
and  a  varying  color  scheme. 

The  fourth  task  is  unique  as  there  are  two  parts.  The  first  finds 
the  parents  working  alone,  the  second  part  re-introduces  the  child 
or  children.  The  parents  with  the  children  out  of  the  room  are 
presented  with  a  construction  toy  minus  its  original  container  and 
directions,  and  are  asked  to  build  an  object  in  preparation  to  teach- 
ing, explaining  or  presenting  it  to  the  child.  They  are  asked  spe- 
cifically to  find   a   use  for  two   parts,   both   of  which   are   in   fact 
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coupling  devices.  When  the  parents  have  constructed  an  object, 
have  disassembled  it  and  have  in  some  way  decided  how  to  present 
the  materials  to  the  child,  the  youngster(s)  is/are  brought  in. 

The  last  task  consists  of  having  the  family  draw  a  picture 
together  using  a  large  piece  of  paper  and  a  box  of  crayons.  They 
are  asked  to  decide  on  the  composition  and  method  of  accomplish- 
ing this  task.  There  is  the  option  of  having  the  family  describe  their 
picture  and/or  making  up  a  story  in  connection  with  the  picture. 

DISCUSSION:  The  material  gathered  during  the  conjoint  ses- 
sion can  be  organized  in  a  variety  of  ways.  Researchers  from  MRI, 
particularly  Riskin,''  have  emphasized  communication  patterns  in 
their  organization  of  information.  The  Committee  on  the  Family  of 
GAP  reflects  in  decreasing  order  of  importance  in  treatment,  im- 
proved 1.  communication,  2.  autonomy  and  individuation,  3.  em- 
pathy, 4.  leadership  flexibility,  5.  role  agreement,  6.  interpersonal 
relationships,  7.  behavior,  8.  task  performance.  These  goals  might 
suggest  a  conceptual  framework  of  evaluating  families.  Lidz'  in 
"The  Family  and  Human  Adaptation,"  emphasizes  the  need  for: 
1.  an  appropriate  parental  coalition,  2.  the  maintenance  of  appro- 
priate generation  boundaries,  and,  3.  the  maintenance  of  sex-linked 
roles.  Consequently  families  could  be  viewed  from  these  vantage 
points.  Henry^  outlines  factors  that  he  feels  play  an  important  role 
in  dysfunction  of  the  families  that  he  discusses  in  his  book,  "Path- 
ways to  Madness,"  and  his  more  anthropological  approach  affords 
an  alternative  model. 

Since  no  model  or  orientation  is  as  yet  all  inclusive  or  com- 
plete, the  interviewer  should  avoid  the  extremes  of  having  no 
orientation  or  having  too  many  simultaneous  conceptual  models 
before  him. 

It  is  suggested  that  the  orientation  to  the  material  at  least  be 
two  dimensional:  1.  keeping  in  focus  how  the  individuals  are  pro- 
gressing along  the  developmental  dimension  that  Erickson  defines,- 
and  2.  keeping  in  focus  how  the  family  as  a  unit  handles  such 
issues  as  (a)  ways  of  communicating,  (b)  ways  of  dealing  with 
uniqueness,  (c)  ways  of  dealing  with  change,  and  (d)  ways  of  inte- 
grating the  extramural  environment.'^ 

As  the  interviewer  picks  his  frame  of  reference  so  should  the 
family.  Consequently,  towards  the  end  of  the  evaluative  session 
the  family  is  encouraged  to  orient  itself  to  the  material  that  has 
emerged.  The  family  members  are  asked  to  review  an  imaginary 
videotape  of  the  session.  Each  member  is  encouraged  to  highlight 
what  he  felt  was  captured  as  to  words,  pictures,  and  feelings  or 
more  abstractly  as  to  themes  or  patterns  of  interaction.  The  inter- 
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viewer  also  may  add   his  general   impression   or  at   least  amplify 
what  emerges  from  the  family  itself. 

What  can  the  conjoint  interview  with  its  various  tasks  accom- 
plish? First,  the  parameters  of  the  family  system  factor  can  be 
bettered,  detailed,  and  organized,  and  proper  weighting  can  be 
given  in  the  equation  of  the  child's  behavior.  Secondly,  the  con- 
joint interview  can  act  as  a  valuable  platform  upon  which  to  build 
an  interpretive  session,  for  not  only  has  the  material  been  experi- 
enced by  everyone,  but  strengths,  as  well  as  weaknesses,  have 
been  elicited  by  the  varied  tasks.  Thirdly,  if  family  therapy  has  an 
appropriate  place  in  the  treatment  plan,  the  family  has  experienced 
a  conjoint  approach  and  the  transition  into  treatment  is  minor,  as 
compared  to  the  steps  required  in  the  more  traditional  approaches. 

SUMMARY:  In  summary,  a  modified  form  of  a  conjoint  struc- 
tured interview  as  it  has  been  used  with  younger  children  was 
presented.  A  brief  survey  of  conceptual  models  was  offered.  It  was 
suggested  that  this  tool  is  helpful  in  better  understanding  the 
parameters  of  the  family  system,  in  preparing  for  an  interpretive 
session,  and  in  accomplishing  the  transition  from  evaluation  to 
family  therapy. 
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THE  DIAGNOSTIC  CONTRACT  IN  CHILD  PSYCHIATRY 
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Many  of  the  difficulties  encountered  by  the  beginning  trainee 
in  child  psychiatry  are  due  largely  to  his  lack  of  experience  and 
basic  knowledge.  These  problems  have  their  remedies  in  study, 
supervision,  and  clinical  experience.  With  regard  to  the  diagnostic 
evaluation,  however,  there  is  an  opportunity  to  appreciably  speed 
the  process  of  helping  trainees  to  become  professionally  com- 
petent. Evaluations  are  usually  carried  out  under  quite  specific 
understandings  established  between  the  therapist  and  the  family. 
These  understandings  constitute  the  diagnostic  contract,  the  struc- 
ture and  function  of  which  will  be  discussed  in  this  paper.  It  has 
been  my  impression  that  emphasizing  this  aspect  of  work  with 
the  family  can  be  of  considerable  help  to  most  trainees. 

McDonald  (1965)  has  written  of  the  trainee's  confusion  regard- 
ing the  differences  between  treatment  and  evaluation,  and  she 
and  others  (Meeks  &  Martin,  1969;  Werkman,  1961)  have  discussed 
the  difficulties  trainees  encounter  with  the  interpretive  or  follow-up 
interviews.  Child  psychiatric  work  requires  of  residents  and  other 
trainees  a  considerable  shift  from  their  usual  modes  of  operation. 
Most  are  accustomed  to  seeing  a  single  patient  who  presents  him- 
self because  of  his  own  discomfort,  and  the  transition  from  diag- 
nostic evaluation  to  treatment  may  be  gradual  and  imperceptible. 
In  child  work,  however,  the  patient  infrequently  desires  to  consult 
a  therapist,  and  often  has  little  conscious  awareness  of  his  diffi- 
culties. Additionally,  the  length  of  the  evaluation,  including  its 
customary  multiple  interviews  with  the  parents,  allows  the  trainee 
to  develop  a  relationship  with  them  as  well  as  with  the  child. 
More  than  is  usually  the  case  in  adult  psychiatry,  the  trainee  faces 
a  greater  opportunity  to  develop  confusing  identifications  and 
loyalties,  causing  him  to  miss  important  aspects  of  the  family 
dynamics.  These  issues  often  lead  him  to  feel  somewhat  dis- 
oriented and  unsure  of  himself. 

There  are  many  potentially  destructive  ways  in  which  the 
inexperienced  therapist  can  react  to  this  state  of  confusion  and 
anxiety.  When  the  trainee  has  unrealistic  expectations  of  himself, 
he  may  fail  to  deal  adequately  with  the  parents'  unrealistic  expec- 
tations of  him,  particularly  by  allowing  them  to  assume  that  the 
diagnostic    evaluation    constitutes    the    solution    of    the    problem 
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instead  of  merely  its  definition.  Conflicting  loyalties  may  develop, 
with  the  result  that  the  therapist  may  identify  with  the  child,  and 
ally  himself  with  the  child  against  the  parents.  Alternatively,  he 
may  ally  himself  with  the  parents'  view  of  the  child.  If  the  parents 
deny  the  existence  or  significance  of  the  problem,  the  therapist 
may  be  led  to  agree  that  the  child  will  "grow  out"  of  his  difficulties. 
On  the  other  hand,  if  the  parents  are  emphatic  as  to  the  need  for 
treatment,  he  may  take  the  child  into  "therapy"  without  a  clear 
agreement  as  to  what  are  the  problems  being  worked  on,  what  is 
the  focus  of  parent  work,  and  what  are  the  goals  of  treatment. 

The  additional  complications  that  are  encountered  in  child 
psychiatry  necessitate  an  even  greater  attention  to  the  details  of 
what  is  being  offered  in  a  diagnostic  evaluation,  and  how  it  is  to 
be  carried  out.  Most  therapists  approach  the  evaluation  from  a 
similar  point  of  view,  particularly  with  regard  to  parent  work.  These 
similarities  in  approach  are  reflected  in  the  development  of  fairly 
specific  understandings  between  the  therapist,  the  parents,  and 
the  patient.  Several  authors  (GAP,  1957;  McDonald,  1965;  Simmons, 
1969)  have  discussed  these  understandings  which  as  a  whole  com- 
prise the  diagnostic  contract  customarily  established  with  families 
by  experienced  therapists.  A  firm  understanding  of  the  method  and 
purpose  of  the  diagnostic  contract  can  provide  protection  for  the 
trainee  against  the  pressure  which  the  child  or  parents  may  put 
on  him,  and  against  pressures  he  himself  generates  as  he  becomes 
deeply  involved  in  the  parent-child  relationship. 

In  the  intake  or  first  interview  with  the  parents,  it  is  usually 
possible  to  give  them  a  tentative  outline  of  what  the  evaluation 
will  consist  of  in  terms  of  number  of  interviews,  likelihood  of  psy- 
chological testing,  and  projected  cost.  This  allows  questions  of  both 
financial  and  time  commitments  to  be  dealt  with  in  a  realistic 
manner.  A  significant  aspect  of  this  discussion  involves  the  inter- 
pretive or  follow-up  interview,  which  should  be  described  as  a  time 
marking  the  end  of  the  diagnostic  process,  when  the  therapist  will 
discuss  the  findings  of  the  evaluation  and  make  recommendations 
for  further  management.  The  diagnostic  process  is  thus  presented 
as  having  a  definite  ending,  and  is  clearly  delineated  from  treat- 
ment in  the  minds  of  the  parents  and  the  trainee.  The  work  with 
the  parents  is  to  be  presented  as  a  collaborative  venture  in  which 
the  parents  and  the  therapist  become  allies  in  an  effort  to  under- 
stand the  nature  of  the  child's  difficulties.  The  parents  are  enlisted 
to  prepare  the  child  for  e\/aluation,  which  helps  to  impress  upon 
them  their  importance  in  the  total  process.  By  this  approach,  the 
therapist  is  also  helping  to  assure  the  parents  that  he  is  not  com- 
peting for  the  child's  affection  and  loyalty.  The  collaborative  nature 
of  the  interpretative  interview  is  imparted  to  the  parents  by  assuring 
them  of  their  role  in  any  decisions  made  at  that  time. 
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By  making  these  features  explicit,  the  therapist  will  significantly 
reduce  the  impact  of  several  common  parental  resistances  which 
must  be  dealt  with  early  and  effectively  in  order  for  a  useful  evalu- 
ation to  take  place.  The  parents'  general  discomfort  with  and  dis- 
trust of  psychiatry,  their  fear  of  loss  of  the  affection  of  the  child 
due  to  the  competition  of  the  therapist,  and  their  fears  of  depen- 
dency upon  the  therapist  may  be  allayed  by  adequately  explaining 
the  diagnostic  process.  The  problem  of  parental  passivity  and 
abdication  of  responsibility  for  the  child  and  for  the  evaluation 
itself  is  to  some  degree  countered  by  the  explicitly  stated  expec- 
tation of  parental  collaboration  and  decision  making.  The  issue  of 
preparation  of  the  child  may  bring  to  light  reservations  parents 
have  about  the  need  for  evaluation  of  their  child.  The  parents'  fear 
of  making  their  child  angry  or  otherwise  upsetting  him  may  some- 
times be  seen  in  their  apparent  hope  that  they  can  somehow  bring 
him  to  the  clinic  without  his  ever  having  to  really  know  what  the 
evaluation  is  about. 

It  should  be  made  clear  that  the  establishment  of  the  diag- 
nostic contract  with  the  child's  parents  is  not  done  at  some  isolated 
point  in  the  initial  interview,  or  that  all  the  features  should  follow 
each  other  mechanically  and  in  rapid  succession.  With  suspicious 
or  unsophisticated  parents  some  of  these  issues  are  likely  to  arise 
earlier  in  the  interview  than  with  those  who  are  more  trusting  or 
sophisticated.  In  any  case,  at  some  point  during  the  course  of  the 
first  one  or  two  interviews,  the  elements  of  the  diagnostic  contract 
should  be  discussed,  questions  should  be  encouraged,  and  the 
therapist  must  be  satisfied  that  the  parents  have  a  fairly  clear 
grasp  of  the  diagnostic  process. 

Regarding  the  diagnostic  interviews  with  the  child,  technical 
details  have  been  well  described  in  the  literature  (Beiser,  1962; 
McDonald,  1965;  Simmons,  1959;  Werkman,  1965)  and  will  be  held 
to  a  minimum  in  this  discussion.  The  diagnostic  contract  with  the 
child  will  receive  less  emphasis  in  this  paper  since  the  major 
negotiations  of  the  contract  are  with  the  parents.  Additionally, 
there  is  a  greater  need  for  an  individualized  approach  to  the  child 
which  makes  a  predetermined  format  less  appropriate. 

At  the  time  of  the  initial  interview,  the  child  has  hopefully 
been  prepared  for  the  evaluation  by  his  parents.  Beyond  that,  the 
understanding  to  be  established  with  the  child  is  very  much  like 
that  which  has  already  been  discussed  concerning  the  parents. 
However,  the  child  is  more  likely  to  be  informed  of  the  agreements 
already  made  than  to  be  actively  involved  in  making  them.  The 
child  benefits  from  knowing  the  extent  of  the  evaluation  in  terms 
of  both  the  approximate  number  of  interviews  and  the  fact  of  a 
definite  end  to  the  diagnostic  process.  With  the  older  child,  the 
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discussion  of  the  diagnostic  process  should  include  the  interpre- 
tive interview  to  be  held  with  him. 

Special  attention  should  be  paid  to  discussing  the  reasons  for 
the  child's  coming  and  the  object  of  the  interviews  with  him.  The 
child  should  of  course  be  told  that  the  therapist  or  his  co-worker 
has  talked  with  his  parents.  If  the  child  does  not  spontaneously 
talk  about  the  difficulties  which  led  to  referral,  the  therapist,  with 
rare  exception,  should  discuss  with  him  the  concerns  related  by 
the  parents.  The  identification  of  the  therapist  as  someone  who 
talks  with  children  about  their  "worries"  and  does  not  give  shots 
should  be  included  as  an  early  part  of  the  discussion,  particularly 
with  the  younger  child.  Especially  for  the  latency  child,  it  is  help- 
ful to  identify  that  the  child's  playing,  drawing,  and  talking  are 
useful  to  the  therapist  in  getting  to  know  and  understand  him,  so 
that  the  child  can  understand  that  what  he  feels  most  comfortable 
doing  is  also  useful  to  the  purposes  of  the  evaluation.  Some  of 
these  issues,  however,  may  be  handled  more  naturally  in  the  second 
or  subsequent  interviews,  rather  than  at  the  outset.  Through  this 
approach,  the  child  can  be  oriented  to  the  purpose  of  the  evalu- 
ation and  his  anxieties  lessened  by  the  development  of  some  cog- 
nitive understanding  of  the  diagnostic  process,  including  the  col- 
laborative nature  of  his  participation. 

In  summary,  the  features  of  the  diagnostic  contract  between 
the  therapist  and  the  family  have  been  presented.  Attention  to  this 
concept  will  aid  in  reducing  many  anxiety-producing  ambiguities 
for  the  beginning  therapist,  the  parents,  and  the  child.  By  keeping 
his  task  clearly  in  mind,  the  trainee  is  helped  to  objectively  formu- 
late the  case  at  the  end  of  the  diagnostic  process  and  is  therefore 
able  to  conduct  an  interpretive  interview  more  confidently  and 
helpfully  than  would  otherwise  be  the  case.  Depending  on  the 
circumstances,  there  are  great  variations  in  the  form  and  amount 
of  diagnostic  material  which  is  shared  with  the  parents  and/or  the 
child.  Regardless  of  what  is  communicated,  a  good  understanding 
of  the  dynamics  is  necessary  for  the  therapist  to  help  the  parents 
reach  decisions  on  any  recommendations  given,  and  to  answer 
appropriately  any  questions  the  parents  and  child  may  have.  The 
therapist  and  the  family  are  then  in  a  good  position  to  establish 
a  solid  therapeutic  contract  if  therapy  should  be  indicated.  If 
therapy  is  not  indicated,  or  if  transfer  of  the  case  to  another 
therapist  is  necessary,  the  situation  has  not  been  complicated  by 
implying  that  therapy  began  with  the  initial  interview,  a  mistake 
frequently  made  by  inexperienced  trainees.  These  guidelines  are 
directed  toward  helping  the  trainee  to  view  the  diagnostic  evalu- 
ation as  an  independent  entity,  and  permitting  him  the  freedom 
to  make  recommendations  according  to  the  realities  of  the  case, 
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which  are  recognized  in  as  clear  and  uncompromised  a  fashion  as 
possible. 
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FAMILY  THERAPY  IN  A  CHILD  GUIDANCE  SETTING 

David  W.  Novak,  Ph.D. 
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Duke  University  Medical  Center 

As  most  of  you  know,  family  therapy  as  a  distinct  treatment 
modality  has  only  been  in  existence  for  about  fifteen  years.  Like 
most  new  fields,  it  has  both  good  and  bad  features.  On  the  negative 
side,  each  prominent  family  therapist  has  evolved  a  theoretical 
position  to  account  for  what  he  is  doing  with  families.  Often  the 
theory  is  based  on  the  technique  rather  than  the  technique  being 
based  on  the  theory.  Each  prominent  theorist  attracts  a  group  of 
followers,  who  are  occasionally  more  dogmatic  than  the  leader, 
and  who  often  make  accusations  of  heresy  to  adherents  of  another 
theoretical  position.  This,  of  course,  is  not  unlike  the  early  history 
of  psychoanalysis.  Just  as  with  members  of  disturbed  families, 
the  affect  among  the  dissenters  can  lead  to  a  rigidification  of 
theory  and  a  lack  of  openness  to  new  and  possibly  contradictory 
information. 

On  the  positive  side,  there  is  much  that  is  good  about  the 
family  therapy  movement.  First,  it  represents  an  amalgam  of 
clinical  skills  of  the  traditional  mental  health  disciplines  plus  other 
valuable  contributions  from  people  outside  the  clinical  field  of 
mental  health  such  as  sociologists,  anthropologists,  and  social 
psychologists.  These  workers  have  contributed  much  important 
work  on  family  structure  and  dynamics,  patterns  of  communication, 
and,  more  recently,  systems  theory  and  its  application  to  the  re- 
search data  into  clinical  problems  and  an  apparent  openness  on 
the  part  of  most  family  therapists  to  look  objectively  at  the  process 
of  their  treatment.  Second,  family  therapy  fits  well  with  a  com- 
munity mental  health  model.  While  one  is  usually  dealing  at  the 
secondary  or  tertiary  level  in  traditional  psychotherapy,  family 
therapy  provides  a  direct  opportunity  for  preventive  intervention 
that  may  have  impact  upon  subsequent  generations.  Third,  the  field 
of  family  therapy  is  still  so  broad  that  even  more  traditionally 
oriented  therapists  can  work  comfortably  using  at  least  some 
aspects  of  the  family  model. 

I  would  like  now  to  present  some  central  concepts  of  family 
therapy  that  seem  to  cut  across  major  theoretical  lines.  Some 
indications  and  contraindications  for  family  treatment  will  then 
be  described.  Finally,  I  will  present  some  ideas  regarding  the 
training  of  family  therapists.  Whether  or  not  workers  in  child  clinics 
begin  doing  more  family  therapy,  it  seems  that  a  fuller  understand- 
ing of  family  dynamics  would  contribute  greatly  to  understanding 
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a  child's  symptomatic  behavior.  This  understanding  can  be  best 
gained  by  observing  the  whole  family  together,  at  least  during  the 
diagnostic  process,  and  if  indicated,  throughout  treatment. 

One  thing  that  family  therapists  agree  upon  is  the  belief  that 
one  cannot  treat  the  child  separately  from  the  family  context. 
While  the  traditional  child  guidance  model  takes  this  belief  into 
account  with  collaborative  treatment  of  parents  and  child  by  sepa- 
rate therapists,  most  family  therapists  feel  that  this  is  not  quite 
enough.  The  child  who  is  brought  to  a  clinic  for  treatment  is  pre- 
senting symptomatic  behavior  that  is  a  result  of  forces  acting 
within  the  family  that  are  for  some  reason  blocking  the  growth 
and  individualization  of  the  various  family  members. 

Family  theorists  believe  that  a  central  characteristic  of  mal- 
adjusted families  is  that  the  development  of  autonomy  is  thwarted 
— not  only  in  the  children  but  in  the  adult  family  members  as  well. 
In  disturbed  families  mothers  and  fathers  often  have  as  much 
difficulty  relating  to  one  another  as  autonomous  beings  as  they  do 
in  so  relating  to  their  children. 

Certainly  at  a  conscious  level  family  members  do  not  desire 
to  remain  in  a  state  of  undifferentiatedness  from  each  other — what 
Bowen-  calls  the  family  ego  mass — and  continually  suffer  the  con- 
sequences of  a  lack  of  autonomy.  However,  all  families  develop  a 
complex  matrix  of  mutual  need  satisfaction.  The  needs  of  all  family 
members  can  be  met  in  adaptive,  growth-oriented  ways  or  in  ways 
which  inhibit  growth  and  lead  to  repetitive,  maladaptive  family 
interactions.  This  system  of  interrelated  needs  can  become  quite 
rigid  and  pervasive  to  the  point  where  it  seems  that  no  family 
member  can  act  in  a  truly  autonomous  way. 

The  repeated  observation  of  this  phenomenon  in  families  with 
widely  varying  pathologies  led  to  the  concept  of  family  homeostasis. 
Just  as  individuals  in  intensive  therapy  resist  giving  up  their  symp- 
toms, families  are  most  reluctant  to  alter  the  ongoing  system  of 
need  satisfaction,  even  though  it  may  be  destructive.  To  change 
might  raise  the  threat  of  no  need  satisfaction  at  all  or  perhaps  the 
family  might  disintegrate  or  murderous  impulses  might  be  acted 
out.  What  happens,  then,  is  that  when  therapeutic  intervention  is 
directed  at  one  family  member — an  acting-out  child  or  an  alcoholic 
husband  for  example — forces  exist  in  the  family  to  counteract  the 
attempts  at  constructive  change.  Should  the  "sick"  family  member 
actually  begin  to  change  for  the  better,  we  find  that  other  family 
members  may  deteriorate — a  previously  asymptomatic  sibling  may 
become  symptomatic  or  the  wife  of  the  alcoholic  may  become 
depressed  and  suicidal.  In  fact,  the  person  presented  by  the  family 
as  the  identified   patient  may   not  be  the   most  disturbed   family 
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member.  In  one  family  currently  being  seen  in  family  therapy  at 
our  clinic,  the  identified  patient  is  a  13-year-old  boy,  the  oldest  of 
four  children  who  was  manifesting  some  antisocial  behavior.  The 
youngest  boy,  age  nine,  had  been  seen  previously  in  intensive 
individual  therapy  for  two  years  at  our  clinic  with  some  sympto- 
matic improvement.  What  became  quickly  apparent  in  the  first 
family  interviews  was  that  neither  of  these  children  was  as  dis- 
turbed as  the  middle  son,  age  11,  for  whom  help  had  never  been 
sought  in  spite  of  his  bizarre  and  inappropriate  behavior  that  at 
times  appeared  frankly  psychotic.  This  child  served  a  very  special 
purpose  in  the  family  and  thus  was  "protected."  As  a  less  patho- 
logical example  of  the  same  process,  a  mother  might  use  her  child 
as  an  "admission  ticket"  to  obtain  help  with  a  poor  marriage  when 
one  or  both  partners  is  reluctant  to  admit  that  marital  difficulty 
exists  and  even  more  reluctant  to  seek  help  for  the  trouble.  Thus, 
the  concept  of  family  homeostasis  implies  that  the  interlocking 
need  system  of  the  entire  family  must  be  operated  upon  simul- 
taneously— that  one  member  cannot  be  treated  in  isolation. 

Another  major  point  of  divergence  between  family  therapists 
and  individual  therapists  is  that  the  former  view  the  entire  family 
as  the  patient.  The  focus  for  most  family  therapists  is  much  more 
upon  the  immediate,  interpersonal  manifestations  of  individual 
psychodynamics.  Family  therapists  believe  that  it  is  much  more 
useful  to  see  such  interpersonal  behavior  as  it  occurs  within  the 
family  rather  than  just  as  it  is  reported  through  the  perceptions  of 
the  identified  patient.  The  distortions  of  communication  and  per- 
ceptions of  one  another  that  occur  within  the  family  can  be  dealt 
with  more  directly,  and  presumably  the  needs  upon  which  these 
distortions  are  based  can  be  expressed  openly  and  be  responded 
to  in  a  more  appropriate  fashion  by  other  family  members. 

Family  Homeostasis 

The  concept  of  family  homeostasis  is  also  reflected  in  the 
types  of  resistances  a  family  in  treatment  will  present  to  the  thera- 
pist. While  family  resistance  is  analogous  in  many  respects  to 
resistance  manifested  by  a  patient  in  individual  therapy,  it  is  more 
than  just  the  sum  of  members'  individual  resistances.  Family  mem- 
bers, including  the  identified  patient,  feel  a  need  to  "protect"  one 
another  and  the  family  system  as  well  as  themselves.  One  common 
manifestation  of  this  resistance  is  scapegoating  the  identified 
patient.  Generally,  families  come  in  with  concerns  about  one  mem- 
ber. When  the  family  is  unable  or  unwilling  to  deal  with  anything 
else  but  the  identified  patient,  they  are  manifesting  a  scapegoating 
type  of  resistance.  The  identified  patient's  contribution,  of  course, 
is  to  produce  enough  symptomatic  behavior  to  provide  a  focus  for 
the  family  and,  I  might  add,  for  the  novice  family  therapist.  Some 
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families  are  so  pathological  and  so  strongly  need  the  identified 
patient  to  play  the  sick  role,  that  they  literally  cannot  let  him 
behave  differently  even  if  he  is  ready  to  move  in  that  direction. 
This  is  often  seen  in  families  with  schizophrenic  children. 

Another  issue  upon  which  there  is  general  agreement  by  family 
therapists  is  the  nature  and  role  of  communication  in  disturbed 
families.  We  expect  to  find  with  individual  patients  that  feelings 
are  not  expressed  directly.  The  same  thing  is  true  in  families  with 
the  additional  finding  that  family  members  often  are  unable  to 
comment  on  the  distortions  and  hidden  feelings.  They  may  not 
ever  agree  on  definitions  of  apparently  simple  words.  A  mother 
may  say,  "My  husband  and  children  have  no  respect  for  me."  The 
hidden  meaning  to  which  the  family  members  respond  is  that  to 
"respect"  mother  means  to  never  disagree  with  her  and  to  subju- 
gate their  own  sense  of  identity  to  hers.  The  unwary  therapist  may 
find  himself  agreeing  with  mother  that  indeed  the  rest  of  the  family 
acts  as  if  they  have  no  respect  for  mother.  What  must  be  dealt  with 
ultimately  is  mother's  "need"  to  be  complied  with.  Thus,  most 
family  therapists  spend  a  great  deal  of  time  working  on  how  infor- 
mation about  facts  and  feelings  is  exchanged  within  a  family — 
pointing  out  unclear  statements,  inconsistencies,  and  double  mes- 
sages. While  some  family  therapists  feel  that  improving  communi- 
cation solves  the  family's  problems,  1  see  such  improvement  as  a 
necessary  first  step  in  altering  the  family's  matrix  of  need  satis- 
faction. 

Another  point  of  agreement  among  family  therapists  concerns 
the  activity  level  of  the  therapist.  In  contrast  to  some  types  of 
insight-oriented  individual  therapy,  family  therapy  requires  an 
active,  rather  than  reflective  stance  on  the  therapist's  part.  Par- 
ticularly in  the  early  phases  of  treatment,  the  therapist  must  intrude 
himself  into  the  family  system  so  as  to  be  in  a  position  to  effect 
change.  If  he  remains  outside  the  system  and  merely  comments 
occasionally  on  what  is  happening,  the  family  is  more  likely  to 
disregard  him.  As  treatment  progresses,  family  members  are  able 
to  make  the  kinds  of  observations,  interventions,  and  interpretations 
that  the  therapist  once  made. 

Why  is  it  appropriate  to  consider  family  therapy?  Writers  in 
this  field  describe  criteria  ranging  from  careful  selection  of  families 
to  treating  everyone  with  some  type  of  family  therapy.  However, 
there  are  some  problem  situations  for  which  family  therapy  seems 
particularly  appropriate,  if  not  almost  mandatory  in  light  of  the 
difficulties  presented  by  the  family.  These  indications  and  con- 
traindications are  a  mixture  of  observations  made  by  several 
writers,  notably  Ackerman,'  as  well  as  criteria  I  have  found  to  be 
important. 
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One  very  common  situation  which  merits  a  family  therapy 
approach  is  the  "rebelMous  adolescent"  syndrome  in  which  the 
parents  are  dismayed  and  even  horrified  at  their  teenager's  be- 
havior and  beliefs.  The  teenager,  of  course,  expresses  similar  dis- 
taste for  the  beliefs  of  his  parents.  For  whatever  reason  this  be- 
havior is  occurring,  the  parents  feel  that  the  teenager  is  emotion- 
ally disturbed  and  in  need  of  treatment.  The  underlying  cause  of 
the  problem  may  range  from  simple  misunderstanding  on  the 
parents'  part  regarding  current  socially  acceptable  behavior  among 
teenagers  to  a  last-ditch  effort  on  the  part  of  a  severely  disturbed 
youngster  to  achieve  some  measure  of  autonomy. 

Another  situation  in  which  family  therapy  is  helpful  is  where 
a  child  controls  the  family  by  playing  one  parent  off  against  the 
other — for  example,  escaping  discipline  by  provoking  fights  between 
the  parents  regarding  how  discipline  should  be  carried  out  or  by 
"telling  tales"  about  one  parent  to  the  other. 

The  converse  of  this  situation  is  also  seen  often  in  child  guid- 
ance clinics.  The  child  is  being  pulled  in  opposing  directions  by 
the  two  parents.  The  typical  example  is  an  overly  strict  father  and 
a  mother  who  subtly  encourages  a  child's  acting  out,  perhaps  as 
a  means  of  venting  her  angry  feelings  toward  both  husband  and 
child. 

These  are  but  a  few  of  the  problems  that  seem  to  respond  well 
to  family  therapy.  Family  therapy  works  best  in  intact  families 
where  both  biological  parents  are  still  present  and  where  neither 
is  psychotic.  Some  workers  have  had  considerable  success  in 
treating  psychotic  or  borderline  children  and  teenagers,  but  it  is 
exceedingly  difficult  when  a  parent  is  also  severely  disturbed.  The 
prognosis  is  better  in  families  where  all  members  become  com- 
mitted quickly  to  working  on  the  family's  problems.  It  is  my  feeling 
that  all  family  members,  even  young  children  of  five  and  six, 
should  be  included,  at  least  for  initial  diagnostic  sessions.  Sig- 
nificant other  adults  living  in  the  home,  such  as  grandparents, 
should  also  be  involved  in  early  sessions  and  perhaps  for  the 
duration  of  treatment,  depending  on  their  relationship  to  the 
family's  problems. 

It  is  extremely  difficult  to  work  with  families  in  which  one 
parent  refuses  to  attend  the  sessions,  usually  because  he  or  she 
"doesn't  have  a  problem."  The  absent  parent  often  becomes  the 
focus  for  other  family  members.  The  absent  parent  cannot  respond, 
of  course.  Therefore,  such  cases  are  not  accepted  for  training 
purposes.  Another  problem  that  makes  family  therapy  difficult  is 
open  discussion  of  separation  or  divorce.  This  is  often  a  "red 
herring"  insofar  as  treatment  is  concerned,  and  marital  partners 
seem  more  interested  in  punishing  one  another  with  such  talk  than 
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they  are  in  actually  divorcing  or  working  on  the  difficulties  leading 
to  consideration  of  divorce.  In  such  cases  I  would  hold  family 
treatment  in  abeyance  until  the  parents  decide  whether  or  not 
there  actually  will  be  a  family  with  which  to  work.  If  they  decide 
to  work  together,  it  is  entirely  appropriate  to  deal  with  issues  of 
marital  discord  in  the  presence  of  the  children.  The  children  are 
not  so  much  frightened  by  the  discussion  of  these  issues  as  one 
might  think.  After  all,  the  issues  are  known  to  them  anyway.  Rather, 
the  children  seem  reassured  by  seeing  their  parents  struggling  to 
resolve  their  differences. 

Family  therapy  can  be  entirely  appropriate  following  a  divorce 
even  though  one  spouse  is  absent.  It  is  often  the  case  that  feelings 
regarding  the  divorce  have  not  been  adequately  worked  through 
in  either  the  children  or  the  remaining  spouse.  The  child's  sympto- 
matic behavior  in  fact  may  be  directly  related  to  the  divorce.  Dis- 
cussion about  the  divorce  and  the  missing  parent  may  help  the 
children  give  vent  to  their  feelings  and  to  thus  objectify  the  situ- 
ation. 

I  would  like  to  conclude  by  making  a  few  observations  about 
training  people  to  do  family  therapy.  Ideally,  family  therapists 
should  have  a  strong  background  in  personality  theory  and  practical 
experience  in  individual  therapy.  The  drawback  to  requiring  a 
background  in  individual  therapy  is  that  it  is  often  difficult  for  the 
individual  therapist  to  look  at  the  family  as  an  entity  rather  than 
as  a  group  of  discreet  individuals  with  varying  individual  patholo- 
gies. Beginning  family  therapists  find  themselves  making  psycho- 
dynamic  interpretations  to  individuals  rather  than  process  com- 
ments about  family  interactions.  This  is  not  to  say  that  such  inter- 
pretations are  entirely  out  of  place  in  family  therapy.  However,  one 
must  learn  to  deal  more  at  the  level  of  the  interpersonal  manifes- 
tations of  these  dynamics.  In  any  event  the  sensitivity  to  inter- 
personal processes  gained  through  training  in  individual  therapy 
is  extremely  useful.  Another  important  area  of  study  for  beginning 
family  therapists  is  some  of  the  excellent  work  done  by  sociologists 
and  social  psychologists  on  normal  family  structure  and  dynamics. 

At  Duke  we  place  two  trainees  together  as  co-therapists  with 
a  family.  So  much  happens  during  a  family  session  that  it  is 
helpful  to  have  two  people  present  to  keep  track  of  it  all.  It  is  easy 
for  one  therapist  to  become  entangled  in  some  pattern  of  inter- 
action which  has  the  effect  of  negating  his  influence  toward  change. 
The  other  co-therapist  can  then  provide  the  necessary  perspective 
to  help  the  family  (and  the  co-therapist)  look  at  what  has  happened. 
Another  advantage  of  co-therapy  teams  is  that  the  therapists  can 
provide  models  for  clear,  unambiguous  communication  between 
each  other  and  between  co-therapists  and  various  family  members. 
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This  is  true  for  both  "husband-wife"  and  "parent-child"  behavior. 
A  final  advantage  of  the  co-therapy  arrangement  is  that  it  permits 
trainees  to  learn  from  one  another's  mistakes.  It  does  not,  how- 
ever, reduce  the  amount  of  supervisory  time  required.  A  disadvan- 
tage to  the  co-therapy  teams  certainly  can  be  seen  for  the  average 
clinic  where  there  are  heavy  service  demands  upon  staff  time. 
There  are  simply  too  many  cases  to  permit  doubling  up  of  workers. 
On  the  other  hand,  if  separate  parent  and  child  workers  are  in- 
volved there  would  be  no  additional  time  required  if  the  family 
were  seen  as  a  unit  rather  than  parents  and  child  seen  separately. 

Our  training  cases  are  obtained  from  a  number  of  sources 
including  the  Child  Guidance  Clinic,  Duke's  Psychiatry  Outpatient 
Clinic,  Family  Counseling  Service,  and  the  Developmental  Evalu- 
ation Clinic.  Within  the  Child  Guidance  Clinic,  cases  are  generally 
handled  in  two  ways.  First,  a  diagnostic  team  does  the  usual  kind 
of  evaluation,  with  parent  and  child  interviews.  If  family  therapy 
is  a  likely  alternative,  a  referral  to  the  family  therapy  program  is 
made  with  the  original  diagnostic  clinicians  doing  the  interpretive 
work  with  the  parents  and  child.  The  family  is  then  picked  up  by 
a  co-therapy  team.  The  other  way,  which  I  prefer,  is  for  the  referral 
to  be  made  at  the  point  of  intake.  A  family  diagnostic  evaluation 
is  conducted,  involving  as  many  members  as  seems  indicated,  and 
the  family  is  either  accepted  for  family  treatment  or  referred  back 
to  a  diagnostic  team  who  will  consider  other  types  of  treatment. 
The  latter  referral  method  has  the  advantage  of  preventing  the 
expectation  of  individual  treatment  for  the  identified  patient  and 
conveys  the  message  that  the  identified  patient  is  but  one  aspect 
of  a  total  family  system. 

In  conclusion,  I  would  like  to  say  that  family  therapy  is  a 
highly  valuable  alternative  modality  to  individual  treatment  and 
one  which  should  be  considered  more  often  than  is  currently  the 
case.  While  some  family  therapists  would  see  individual  treatment 
of  a  child  as  irrelevant  if  not  downright  erroneous,  my  experience 
has  been  that  both  modalities  can  be  used  well,  even  concurrently, 
depending  upon  the  situation.  Although  family  therapy  is  not  a 
panacea  for  all  mental  health  problems,  it  is  particularly  helpful 
in  obtaining  an  accurate  view  of  the  most  important  aspect  of  a 
child's  environment,  his  family. 
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Several  reports  on  consultation  psychiatry  in  a  general  hospital 
setting  have  discussed  the  concepts  of  "liaison"  and  "consultation" 
in  describing  the  diagnostic,  therapeutic,  and  teaching  functions 
of  a  psychiatrist  assisting  various  medical  colleagues  in  their 
patient  care.  Lipowski,'  reviewing  the  general  principles  of  con- 
sultation psychiatry  as  a  branch  of  psychosomatic  medicine,  finds 
the  term  liaison  service  "rather  nondescript"  and  offering  "little 
advantage."  He  prefers  to  use  the  terms  liaison  and  consultation 
psychiatry  synonymously.  Rothenberg,-  on  the  other  hand,  describes 
his  work  on  a  pediatric  inpatient  service  as  part  of  a  complex  child 
psychiatry-pediatrics  liaison  service.  His  views  of  the  role  of  a 
liaison  psychiatrist  resemble  those  of  Adams,-'  who  suggests  that 
the  child  psychiatrist  serves  the  pediatrician-consultee  in  three 
roles:  collaborator,  educator,  and  supportive  resource. 

This  paper  intends  to  elaborate  on  the  function  of  a  new  psy- 
chiatric liaison  service  to  pediatrics.  To  us,  the  term  liaison  seems 
a  fulfilling  description  of  our  approach  to  the  development  of  this 
service  and  of  our  (by  now)  established  role  within  the  pediatric 
setting.  While  the  road  to  attaining  a  true  liaison  position  has  been 
a  difficult  one,  the  consequent  gains  to  the  patient  in  the  way  of 
more  coordinated  care  through  a  holistic  approach,  together  with 
the  teaching  value  to  both  pediatric  and  child  psychiatric  residents 
alike,  represent  a  much  more  satisfactory  experience  than  would 
have  been  available  through  the  maintenance  of  a  strictly  con- 
sultative position. 

Liaison,  by  definition,'  implies  "a  close  bond  or  connection," 
or  an  "intercommunication  for  establishing  and  maintaining  mutual 
understanding."  The  liaison  link  may  be  aptly  described,  and  pos- 
sibly defended  at  times,  as  being  in  the  nature  of  an  umbilical  cord 
through  which  flows  a  two-way  traffic  of  patients,  of  mutual  dis- 
agreements, suspicions,  and  variable  degrees  of  harmony.  This 
latter  quality  seems  to  be  the  one  which  is  most  fragile,  generally 
slow  to  develop,  and  reached  only  by  way  of  fortitude,  personal 
and  interdepartmental  diplomacy  of  a  high  order,  teaching  through 
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the  development  of  mutual  understanding  by  discussion,  and,  most 
importantly,  the  recognition  by  each  discipline  that  the  ultimate 
goal  is  not  so  much  interdepartmental  concord  but  improved  and 
coordinated  care  of  the  hospitalized  child. 

To  quote  from  Alexander,"  "Ideal  collaboration  between  medi- 
cal specialists  and  psychiatrists  would  require  on  the  part  of  the 
organicist  an  understanding  of  the  psychological  components  of 
organic  disease  and  on  the  part  of  the  psychiatrist  an  understand- 
ing of  their  organic  implications.  Mutual  respect  for  each  other's 
contributions  which  is  so  essential  to  teamwork  can  only  accrue 
from  mutual  understanding.  To  my  knowledge,  this  type  of  ideal 
collaboration  based  on  mutual  understanding  of,  and  respect  for, 
each  other's  specialized  knowledge  exists  only  sporadically  in  a 
limited  number  of  medical  centers.  That  it  exists  at  all  in  some 
places  is  probably  one  of  the  significant  advancements  in  modern 
medicine." 

We  wish  to  present  some  of  our  experiences  during  the  devel-  j 
opment  of  a  child  psychiatry  liaison  program  to  the  inpatient  I 
pediatric  service  and  hope  to  demonstrate  that  significant  advance- 
ments have  become  possible  through  the  development  of  liaison 
bonds  with  pediatrics,  as  opposed  to  a  retention  of  the  purely 
consultative  role. 

Pediatric  Inpatient  Structure 

The  inpatient  pediatric  unit,  our  primary  concern,  comprises 
two  wards  with  a  total  combined  bed  capacity  of  64.  They  are  of 
unequal  size,  the  smaller  unit  of  24  beds  catering  to  patients  in 
the  age  group  8-15  years,  while  the  larger  unit  with  40  beds  pro- 
vides for  those  from  ages  1  month  to  8  years.  The  day-to-day  aver- 
age bed  occupancy  is  15-20  for  the  smaller  ward  and  25-30  for  the 
larger  one. 

Each  ward  is  under  the  charge  of  a  supervisor  and  a  charge 
nurse,  both  RN's,  and  the  larger  ward  has  a  basic  nursing  staff  of 
8  RN's,  8  LPN's,  and  7  attendants.  The  smaller  unit  has  a  basic 
nursing  staff  of  7  RN's,  6  LPN's,  2  visitor  exchange  nurses,  and  3 
attendants. 

In  addition  to  the  chairman  of  the  Department  of  Pediatrics, 
there  are  20  attending  pediatricians,  a  chief  resident,  8  residents, 
4  assistant  residents,  4  fellows,  and  4  interns.  There  are  also  7 
visiting  pediatricians  and  some  13  visiting  pediatric  dentists. 

In  addition  to  two  ward  schoolteachers,  there  is  one  pediatric 
social  worker  assigned  to  the  inpatient  service. 
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Description  of  Child  Psychiatric  Setting  and  Experiences 
of  Liaison  Team  to  Date 

Our  Division  of  Child  &  Adolescent  Psychiatry,  part  of  the 
Department  of  Psychiatry  of  the  University  Medical  Center,  is 
situated  in  a  separate  building  approximately  one-quarter  of  a  mile 
from  the  main  hospital  block.  This  physical  dichotomy  leads  to 
considerable  traffic  in  child  psychiatrists,  especially  those  pursuing 
liaison  work.  The  staff  of  the  Division  includes  four  child  psychi- 
atrists, three  psychologists,  two  social  workers,  and  a  child  psychi- 
atric nurse.  In  terms  of  trainees,  the  division  has  three  child  psy- 
chiatry residents,  one  psychology  intern,  a  social  work  student, 
elective  medical  students,  and  at  any  one  time  two  general  psychi- 
atry residents  and  one  pediatric  resident  on  rotations. 

The  pediatric  liaison  team  comprises  two  senior  child  psychi- 
atrists, one  of  whom  is  the  director,  one  resident  on  a  4  to  6  month 
assignment,  and  the  psychiatric  nurse.  One  of  the  other  child 
residents  acts  as  a  backup  man  when  consultation  requests  become 
too  numerous.  All  requests  are  phoned  through  to  the  division 
office  directly  from  the  pediatric  inpatient  service,  and  the  con- 
sultation request  sheet  with  the  relevant  questions  is  placed  in 
the  hospital  chart  by  the  referring  primary  physician.  The  patients 
are  seen  initially  by  the  child  psychiatry  resident  on  liaison  rota- 
tion, who  reviews  the  chart  and  completes  a  detailed  questionnaire 
T  concerning  basic  information  about  the  patient,  most  of  which 
can  be  obtained  from  the  chart.  After  interviewing  the  child  and 
available  relatives  and  discussing  the  case  with  one  of  the  staff 
psychiatrists,  the  resident  shares  his  findings  with  the  pediatric 
resident  and  those  nurses  immediately  involved  with  the  care  of 
the  child.  A  written  summary  of  his  work-up,  together  with  recom- 
mendations, completes  the  consultation  sheet  which  remains  in 
the  chart.  A  copy  of  this  sheet  is  filed  for  future  reference  in  our 
division. 

Since  the  Division  of  Child  &  Adolescent  Psychiatry  has  no 
inpatient  section,  and  since  many  patients  come  from  distant  parts 
of  Virginia,  discussion  surrounding  consultations  frequently  centers 
around  the  question  of  psychiatric  aftercare.  While  it  would  be 
advantageous  to  be  able  to  transfer  certain  emotionally  disturbed 
children  from  the  pediatric  wards  to  a  child  psychiatric  inpatient 
unit,  the  lack  of  such  a  facility  has  not  yet  led  to  any  great  diffi- 
culties. In  fact,  arranging  for  aftercare  in  distant  parts  of  Virginia 
may  have  proved  to  be  a  useful  learning  exercise  in  that  a  broad 
knowledge  of  existing  state  facilities  can  be  rapidly  gained.  How- 
ever, although  we  do  not  have  an  inpatient  facility,  it  is  occasionally 
possible  to  transfer  disturbed  children  to  a  children's  rehabilita- 
tion center  situated  just  outside  the  town,  and  which  is  run  by  the 
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Department  of  Pediatrics.  Children  may  remain  there  for  sufficient 
time  to  allow  us  to  conduct  a  detailed  psychiatric  evaluation  and 
to  initiate  treatment. 

In  addition  to  the  above  components  of  our  liaison  service,  a 
weekly  conference  chaired  by  the  director  of  the  Division  of  Child 
&  Adolescent  Psychiatry  is  held  on  one  of  the  pediatric  wards.  The 
development  of  this  conference  began  in  November  1970,  when 
the  director  invited  himself  together  with  a  child  psychiatric  resi- 
dent, the  child  psychiatric  nurse,  and  a  pediatric  social  worker  to 
attend  pediatric  ward  rounds.  These  walking  rounds  gave  little 
scope  for  a  detailed  discussion  of  patients.  However,  it  enabled  the 
two  disciplines  to  meet  and  "size  each  other  up"  with  the  result 
that  after  a  few  months  one  ward  round  a  week  was  handed  over 
to  the  pediatric  house  staff  and  our  liaison  team  as  a  joint  pediatric- 
psychiatric  conference.  This  meeting  is  attended  by  8  to  15  people 
including  pediatric  house  officers,  nursing  staff,  social  worker, 
ward  teachers,  and  medical  students.  A  house  officer  usually  pre- 
sents a  case,  selected  by  him,  to  the  group  and  then  the  patient 
and  sometimes  the  parents  are  interviewed  by  the  chairman  of 
the  conference.  There  have  been  no  difficulties  in  selecting  families 
for  presentation. 

The  ensuing  ward  discussions,  based  upon  the  presented  case, 
have  been  oriented  in  three  major  directions: 

1.  A  major  aim  is  gaining  better  understanding  of  the  hos- 
pitalized child  and  his  family  in  terms  of  their  socio-emotional 
interaction  in  illness  and  in  health.  The  interview  with  the  child 
proves  useful  in  highlighting  the  child's  developmental  achieve- 
ments in  cognitive,  social,  and  emotional  areas.  Finally,  the  evalu- 
ation of  pertinent  social  and  emotional  factors  of  the  child's  illness 
and  his  adaptation  to  it  becomes  the  focus  of  discussion  along 
with  advice  regarding  management  and  planning. 

2.  Early  recognition  of  certain  difficulties  that  the  house  officer 
and  nurses  encounter  in  dealing  with  some  patients  and  their 
parents  is  emphasized.  Attention  is  also  given  to  the  common 
problems  of  collaboration  and  communication  among  members  of 
the  ward  staff  and  to  the  acceptance  of  the  idea  that  such  problems 
sometimes  become  of  paramount  importance  and  interfere  with 
optimal  care  to  the  child  and  his  parents.  Additional  common  con- 
cerns are:  staff  reactions  to  "hopeless  cases"  and  deaths  on  the 
ward,  to  the  sense  of  frustration  and  confusion  among  house  offi- 
cers and  nurses  caught  in  the  middle  of  "super  consultants,"  and 
to  opposing  and  hesitant  instructions  by  attending  staff. 

3.  During  the  ward  conferences,  the  participants  often  are 
forced  to  acknowledge  the  complex  administrative   problems   in- 
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herent  in  a  busy  pediatric  department.  In  this  regard  we  have 
found  that  our  efforts  to  clarify  and  unify  our  liaison  position  in  a 
pediatric  environment  occasionally  exposes  administrative  unrest 
in  that  environment.  While  this  finding  is  not  unique,  it  is  dis- 
quieting and  not  conducive  to  successful  child  care  in  the  fullest 
sense. 

A  couple  of  times  during  the  past  year  the  pediatric  house  staff 
has  changed  the  tenor  of  this  conference,  the  house  officers  pre- 
ferring to  keep  it  as  closed  as  possible,  almost  to  the  exclusion 
of  any  non-physician  staff.  They  have  expressed  a  desire  to  keep 
the  child  psychiatrists  strictly  to  themselves,  feeling  that  the  teach- 
ing value  of  the  conference  is  its  greatest  asset,  and  should  be 
retained  on  as  "high  a  medical  plane"  as  possible.  We,  however, 
continue  to  emphasize  our  preference  to  give  the  conference  a 
broader  clinical  and  educational  frame  of  reference,  encouraging 
the  participation  of  nurses,  social  workers,  and  medical  students. 

On  the  whole,  our  liaison  team  has  been  successful  in  main- 
taining the  broader  form  of  these  conferences.  It  is  of  interest, 
however,  to  report  some  of  the  issues  that  the  pediatric  house 
officers  wanted  to  bring  up  during  their  "closed"  ward  rounds  with 
the  psychiatric  team.  Some  of  the  issues  have  dealt  with  practical 
pediatric-psychological  problems,  such  as  "how  do  we  deal  with 
the  suspected  battered  child  in  pediatric  practice;  how  do  we  find 
time  to  discuss  developmental  problems  with  parents  in  a  busy, 
private  practice;  when  do  we  refer  a  child  to  a  psychiatrist;  how 
involved  do  we  get  with  the  teachers  regarding  some  of  our  young 
patients?" 

A  second  major  reason  for  the  wish  of  the  pediatric  house 
officers  to  meet  alone  with  the  child  psychiatrists  seem  related  to 
their  need  to  identify  with  a  physician  as  part  of  their  training 
experience.  During  the  sm.all  meetings  with  the  pediatric  house 
staff  we  have  been  struck  by  the  young  physicians'  attempt  to  flood 
the  IV2  to  2-hour  sessions  with  personal  reactions  in  regard  to 
certain  hospitalized  children  and  their  families  that  cause  the 
house  officers  to  question  their  competence  both  in  terms  of  factual 
knowledge  and  empathic  and  objective  interaction  with  these 
patients.  The  house  officers  have  "let  their  hair  down"  with  our 
team  and  vented  their  frustrations,  anger,  anxieties,  and  dislikes 
in  regard  to  certain  patients.  With  ancillary  ward  personnel  present 
they  feel  disinclined  to  show  their  conflicting  emotions,  which 
might  be  viewed  as  signs  of  "weakness." 

The  third  illustration  of  the  house  officers'  use  of  the  small 
meetings  with  the  psychiatric  liaison  team  relates  to  the  pediatric 
trainees'  desire  to  vent  occasional  criticism  of  the  attending  pedi- 
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atricians.  They  might  complain  about  a  senior  physician  not  inform- 
ing them  about  his  treatment  plans  or  explaining  medical  matters 
to  the  parents  in  ways  different  from  the  instructions  given  to  the 
house  officer.  Some  senior  colleagues  seem  to  have  no  patience 
or  interest  regarding  a  complex  social  situation  of  a  sick  child.  At 
times  an  attending  pediatrician  leaves  "too  much  responsibility" 
to  the  house  officer  in  deciding  on  controversial  treatment  pro- 
cedures. These  critical  remarks  of  the  house  officers  at  times 
imply  a  lack  in  commuication  between  house  staff  and  attendings. 
Our  liaison  team  has  avoided  serving  in  any  mediating  role  in 
strictly  pediatric  intradepartmental  problems.  We  always  keep  in 
mind,  however,  that  much  of  the  criticism  of  a  senior  pediatrician 
reflects  the  house  officers'  feelings  of  incompetence  and  bewilder- 
ment about  his  management  of  a  case.  He  might  tend  to  deal  with 
such  distressing  feelings  by  finding  fault  with  his  pediatric  teacher. 
In  this  area  we  feel  we  can  be  of  great  service  to  the  physician  in 
training  by  gently  helping  him  to  look  beyond  his  critical  attitudes 
in  order  to  make  him  aware  of  his  own  sense  of  inadequacy  and 
discomfort.  This  process  has  been  greatly  facilitated  by  the  small 
group  meetings  with  the  house  officers. 

As  mentioned  before  the  liaison  team  has  on  the  whole  been 
successful  in  showing  the  pediatric  house  staff  the  need  for  regular 
ward  meetings  including  the  whole  staff.  The  need  for  fruitful 
collaborative  work  with  non-medical  professionals  such  as  social 
workers,  teachers,  etc.  has  been  emphasized  as  part  of  our  teaching 
program,  and  has  been  facilitated  by  the  liaison  team's  previous 
experience  in  pediatrics  and  family  medicine. 

A  recent  ward  conference,  involving  all  house  officers  and  ward 
personnel,  illustrates  the  efficacy  of  open  ward  meetings  regarding 
complex  problems  of  management  of  "a  hopeless  case."  A  14- 
month  old  girl,  deaf  and  blind  since  birth  and  with  chronic  respira- 
tory distress  of  unknown  origin,  possibly  due  to  cardiac  vascular 
malformation,  had  been  on  the  ward  for  a  long  time  and  remained 
a  diagnostic  enigma  as  well  as  an  exceedingly  difficult  child  to  care 
for  in  terms  of  her  feeding  problems,  her  respiratory  irregularity, 
and  her  unresponsiveness  due  to  sensory  defects.  Most  of  the 
house  officers  and  the  nurses  voiced  great  frustration  at  the 
chronicity  and  hopelessness  of  this  young  girl's  condition.  Some 
viewed  her  as  a  "worthless  case"  that  would  "grow  up  to  be  a 
continuous  burden  to  society."  The  house  officei^s  in  charge  of  the 
case  had  concentrated  on  elaborate  investigations  and  incon- 
clusive laboratory  findings  and  greatly  overlooked  the  family  prob- 
lems associated  with  the  case.  They  were  poorly  informed  about 
the  family  history  which  showed  that  the  girl's  mother  had  suffered 
a  postpartum  depression  requiring  hospitalization  after  the  girl's 
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birth,  and  that  the  parents  had  felt  unable  to  care  for  their  ill 
daughter  during  the  short  periods  of  time  she  had  been  able  to 
stay  at  home.  The  house  officers  had  failed  to  inform  the  parents 
about  the  girl's  critical  course  in  the  hospital  and  had  not  involved 
the  pediatric  social  worker  while  knowing  about  her  ready  avail- 
ability to  them. 

In  coping  with  their  sense  of  frustration  and  inadequacy  they 
tended  to  criticize  their  many  "super  consultants"  who  gave  part 
advice  regarding  various  procedures,  failing  "to  take  the  whole 
child  into  consideration."  There  was  obviously  some  validity  to 
this  criticism  which  highlighted  the  lack  of  continuity  in  the  care 
of  this  patient,  as  at  the  end  of  each  month  a  new  set  of  house 
officers  came  on  the  ward  who  engaged  in  new  diagnostic  and 
management  procedures. 

One  house  officer  strongly  voiced  his  wish  that  the  attending 
pediatrician  should  take  the  responsibility  of  setting  a  course 
towards  inactive  treatment  of  the  girl,  i.e.,  a  form  of  euthanasia. 
One  of  the  child  psychiatrists  suggested  that  such  a  decision  is 
difficult  to  make  even  for  a  senior  pediatrician  with  considerable 
experience.  Several  nurses  mentioned  how  they  tended  to  pass 
the  little  girl  over  at  rounds,  "shrugging  our  shoulders,"  wishing 
that  little  would  be  done  in  terms  of  maintaining  her  life.  Another 
member  of  the  group  replied  that  "some  of  these  children  just 
don't  die"  but  continue  to  live  and  end  up  in  institutions  for  the 
mentally  retarded.  One  nurse  called  for  some  "heroic  diagnostic 
measures"  which  might  possibly  disclose  the  girl's  underlying  dis- 
order but  as  well  might  end  her  life.  It  became  clear  that  the 
nurses,  representing  the  continuity  of  cai'e  on  the  ward,  were 
markedly  frustrated  and  angry  each  time  a  new  house  officer  or 
attending  pediatrician  got  involved  with  the  case  and  ordered 
additional  diagnostic  and  treatment  procedures. 

Our  liaison  team  tried  to  focus  on  the  "forgotten"  parents  of 
the  patient  and  their  distressing  feelings  about  their  seriously  ill 
child,  their  only  one  so  far.  Some  of  the  house  officers  seemed 
unable  to  see  the  need  to  include  the  parents  in  the  total  care  of 
the  patient.  The  ward  conference  ended  with  a  general  acknowl- 
edgement of  our  difficulties  as  physicians  to  readily  accept  the 
care  of  a  "hopeless  case,  a  dying  child,  a  diagnostic  enigma."  It 
goes  against  our  grain  to  accept  that  "everything  has  been  done." 
The  house  officers  were  aware  of  how  these  deep-seated  physician 
characteristics  as  well  as  the  monthly  turnover  of  pediatricians 
create  significant  problems  for  the  nursing  staff  as  well  as  for  the 
patients  and  their  families. 
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Discussion 

Kaufman's''  statement  that  liaison  psychiatry  "is  the  most  sig- 
nificant division  for  the  role  of  psychiatrists  in  a  general  hospital" 
represents  an  important  observation  with  regard  to  the  adult  psy- 
chiatric position,  and  it  is  equally  pertinent  when  applied  to  the 
closely  coordinated  service  our  child  psychiatry  team  is  establish- 
ing with  the  pediatric  inpatient  service.  Our  experiences  to  date 
indicate  that  a  harmonious  working  relationship  between  pediatrics 
and  child  psychiatry  is  possible.  However,  we  wish  to  emphasize 
that  liaison  diplomacy  is  not  a  restricted  stamping  ground  for  the 
pediatrician  and  child  psychiatrist  alone,  and  that  the  team  ap- 
proach, by  which  we  mean  "theirs"  and  "ours"  combined,  has 
proved  to  be  a  most  rewarding  experience.  In  fact,  one  of  our  major 
gains  has  been  the  realization  by  the  pediatricians  that  they  already 
have  an  existing,  although  until  recently,  unrecognized  team  of 
their  own,  i.e.,  their  social  worker,  nurses,  and  school  teachers  are 
an  integral  part  of  their  everyday  work,  and  not  just  satellite  agen- 
cies operating  independently.  Our  child  psychiatric  team  seems  to 
have  served  as  a  teaching  example  by  demonstrating  through 
liaison  work  that  a  coordinated  evaluation  eventually  results  in  a 
more  complete  understanding  of  both  the  patient's  and  each  other's 
difficulties." 

Although  our  own  social  workers  are  not  included  in  the  liaison 
team,  there  have  been  several  occasions  when,  through  the  medium 
of  joint  conferences,  our  chief  social  worker  has  been  able  to  show 
the  value  of  her  comprehensive  work  with  parents,  and  indicate 
ways  of  bringing  the  pediatric  social  worker  further  into  the  liaison 
setting.  This  technique  has  proved  especially  useful  in  the  joint 
management  of  child  abuse  cases  and  failure-to-thrive  children 
where  emotional  deprivation  has  been  a  major  etiologic  factor. 
These  special  joint  meetings,  which,  incidentally,  have  attracted 
several  attending  pediatricians,  have  demonstrated  the  importance 
of  collaborative  work  with  our  social  workers,  and  opened  the  way 
towards  expanding  the  teaching  role  of  the  pediatric  social  worker 
to  pediatric  house  staff  who  until  now  have  remained  skeptical  of 
this  possibility.  In  fact,  the  pediatric  social  worker  is  in  the  process 
of  being  elevated  from  her  "other  agency"  role  to  a  close  working 
relationship  with  the  house  officers  who  are  now  prepared  to  con- 
sider her  evaluations  of  family  backgrounds  and  socio-psycho- 
economic  factors  more  inclusively  with  their  own  "organic"  assess- 
ments. This  acceptance  by  the  house  staff  of  their  social  worker's 
movement  from  her  previous  peripheral  position  to  one  involving 
a  closer  working  relationship  with  them  has  been  slow  to  develop, 
and  her  recent  request  for  more  detailed  discussion  of  her  future 
role  in  the  liaison  program  has  been  gratifying.  This  change  repre- 
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sents  an  important  advance  in  our  liaison  work  and  pursuance  of 
this  development  will  lead  to  the  fulfillment  of  the  specific  request 
by  pediatricians  for  more  complete  teaching  of  family  evaluation 
with  particular  reference  to  the  management  and  aftercare  of 
pediatric  patients.^ 

Another  important  member  of  our  liaison  team  has  been  the 
child  psychiatry  nurse  specialist  who  has  met  regularly  with  the 
nursing  staff  on  the  pediatric  wards.  These  ward  conferences  have 
primarily  focused  on  management  problems  of  children  with  acute 
and  chronic  illnesses.  There  have  been  several  occasions  of  dis- 
agreements or  misunderstandings  between  nursing  staff  and  pedi- 
atric house  officers  where  the  nurse  specialist  has  been  able  to 
help  the  nurses  vent  their  frustrations  and  anger  with  the  pedi- 
atricians and  support  their  temporary  loss  in  self-esteem.  "Behind 
the  scene"  informal  conferences  between  our  nurse  and  the  liaison- 
child  psychiatrists  have  also  helped  in  restoring  good  communi- 
cation between  the  ward  staff,  which  will  safeguard  the  funda- 
mental goal  of  our  liaison  service,  namely  the  promotion  of  im- 
.  proved  patient  care.^ 

I         Pediatric  wards  are  notoriously  busy  and  usually  overcrowded 

'  with  seriously  ill  children.  The  medical  and  nursing  staff  finds  little 
time  for  calm  and  objective  contemplation  of  their  plights  and 
those  of  their  patients.  Difficulties  in  formulating  diagnoses  based 
on  confusing  physical  and  laboratory  findings  often  lead  to  a 
frenetic  search  amongst  an  array  of  "super-specialists"  who  seem 

i  to  sprout  from  every  doorpost.  The  confusion  is  enhanced  by  the 
common  failure  of  pediatricians  to  retain  the  reins  on  their  home 
ground  so  that  many  of  the  children  are  "owned"  by  the  super- 
consultants  who  tend  to  escalate  the  consultative  process  to  almost 
super-super  levels.  In  this  way  the  pediatrician  might  become 
unable  to  represent  for  the  child  and  its  family  some  hope  of  basic 
coordination  and  "holism."  This  "disintegrated"  situation  is  often 
compounded  at  the  nursing  level,  where  unity  exists  alongside 
bewilderment,  and  feelings  toward  the  higher  echelons  of  medicine 

i^vary  from  resigned  disbelief  to  overt  anger. 

I  Nevertheless^  in  spite  of  the  pressures  of  their  work,  "most 
physicians  are  no  more  than  good,  honest  fellows  seeking  to  do 
their  best  according  to  their  lights,  in  an  arduous  profession  and 
in  the  face  of  great  difficulties,  by  a  combination  of  humane  feeling 
with  careful  observation  and  common  sense  superimposed  upon 
a  background  of  scientific  education."-'  Bearing  this  image  of  the 
physician-pediatrician  in  mind,  and  being  aware  of  the  difficulties 
surrounding  a  liaison  service  of  the  type  we  were  about  to  offer, 
we  launched  ourselves,  so  to  speak,  in  at  the  "deep  end."  However, 
because  of  our  previous  training  in  pediatrics  and  family  medicine, 
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and  being  cognizant  of  the  tribulations  attendant  upon  internship 
and  residency  work,  any  floundering  which  occurred  was  short- 
lived, and  it  was  no  surprise  to  us  to  discover  that  our  intrusion 
into  the  pediatric  setting  was  viewed  by  some  with  a  rather  jaun- 
diced eye.  Our  skills  soon  were  categorized  as  being  of  the  "super 
type,"  and  this  was  further  reinforced  by  our  placement  in  the  now 
almost  traditional  "end  of  the  line"  position.  Many  of  our  early 
consultation  requests  came  shortly  before  discharge  and  with  an 
air  of  laissez-faire  which  we  learned  to  bear  but  resolved  to  modify 
as  soon  as  the  opportunity  presented  itself.  We  planned  a  service 
of  a  sort  different  from  what  many  of  the  pediatricians  expected, 
removed  as  far  as  possible  from  the  "super"  level,  and  more  akin 
to  Adams'-'  concept  of  the  consultant's  role  as  one  of  collaborator, 
educator,  and  supportive  resource  or  helper.  We  wanted  to  estab- 
lish a  liaison,  a  close  bond  between  child  psychiatry  and  pediatrics, 
stressing  optimal  intercommunication,  mutual  understanding,  and 
unity  of  action  to  understand  and  combat  physical  and  social 
disease. 

While  these  goals  might  appear  on  first  sight  to  be  of  the 
unrealistically  ambitious  variety,  possibly  tinged  with  a  little 
naivite,  it  is  well  to  remember  that  we  were  breaking  new  ground 
and  attempting  to  develop  something  more  than  just  another  con- 
sultation service  in  a  general  hospital.  The  formula  of  reviewing 
the  chart,  seeing  the  patient,  and  producing  an  opinion,  although 
basic  to  all  consultation  work,  represents  only  one  of  several 
cornerstones  of  liaison  psychiatry.  The  word  "liaison"  is  more 
descriptive  of  our  aspired  position  than  that  of  "consultant"  which 
carries  with  it  an  air  of  detachment  and  superiority,  imposing  clear 
limits  on  expectations.  It  connotes  an  orbit  somewhere  around  the 
super-level  from  which  descents  to  a  liaison  position  are  infrequent. 
Liaison  psychiatry  might  require  a  more  extensive  education  and 
experience  than  usually  found  in  single  specialty  training.^ 

We  propose  that  Adam's''  concept  of  the  consultant's  functions 
often  includes  the  role  of  a  coordinator.  While  this  at  first  might 
represent  a  strange  position  for  the  young  child  psychiatrist  usually 
pursuing  the  psychological  riddles  presented  by  young  patients, 
we  feel  that  a  failure  to  recognize  the  total  picture  leads  to  an 
isolation  of  services  which  is  eventually  detrimental  to  the  concept 
of  comprehensive  pediatric  care.  "It  is  still  sometimes  necessary 
to  spell  out  the  different  needs  of  children  and  adults  to  specialists 
in  technological  medicine  who  cannot  see  beyond  the  organ  of^ 
their  interest."^"  We  believe  that  in  pediatric  liaison  work  the 
"spelling  out"  can  be  effectively  done  by  child  psychiatrists,  and 
especially  by  those  who  have  a  considerable  background  of  pedi- 
atric experience.  ".  .  .  therapeutic  achievement  is  seldom  outstand- 
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ing  unless  it  be  based  upon  accuracy  in  diagnosis,  judgement  in 
prognosis,  and  psychological  insight  for  all  of  which  a  proper 
understanding  of  the  natural  history  of  disease  in  man  and  of  man 
in  disease  is  a  necessary  equipment.'"-' 

The  young  physician,  intensively  trained  in  the  finer  aspects 
of  physiology  and  biochemistry,  will  be  fitted  to  pursue  scientific- 
ally accurate  diagnostic  skills  so  strongly  reinforced  by  the  well 
equipped  laboratories  of  a  modern  hospital.  He  is,  so  to  speak,  the 
man  of  the  moment,  whose  actions,  enthusiasm,  and  hard  work 
lead  to  the  identification  of  more  and  more  disease  syndromes, 
some  treatable,  many  not  so.  This  man  of  action,  however,  often 
feels  anxious  and  bewildered  when  faced  with  a  situation  in  which 
his  diagnostic  keys  refuse  to  reveal  an  immediate  answer  to  the 
clinical  enigma  before  him.'^  When  he  has  to  reach  out  beyond  the 
confines  of  laboratory  and  technological  instruments,  he  becomes 
worried  and  ineffectual  as  a  physician,  especially  if  he  is  not  helped 
to  keep  the  child's  total  picture  in  mind,  which  includes  the  family 
situation  and  the  interrelated  psychosocial  determinants  of  both 
disease  process  and  observed  behavior  in  the  hospital.  To  quote 
Ryle,*^  "Science  forges  ahead,  often  to  the  embarrassment  of  prac- 
tice." 
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The  concept  of  a  chemical  etiology  of  mental  disease  is  not 
new;  the  reward  for  finding  a  chemical  basis  for  abnormal  behavior 
is  high.  If  one  could  identify  a  substance  to  be  responsible  for 
aberrant  behavior,  one  could  try  to  correct  the  chemical  process 
and  thereby  the  behavior.  The  identification  of  a  chemical  basis 
for  mental  disease,  if  possible  at  all,  would  be  a  step  toward 
causal  chemotherapy  in  psychiatry. 

The  Hippocratic  School  of  Medicine  (450-370  B.C.)  attributed 
certain  mental  aberrations  to  changes  in  the  composition  of  blood. 
The  historical  development  of  the  biochemical  thinking  concerning 
mental  illness  has  been  described  in  detail  by  Hoffer  and  Osmond. ^ 
In  1884  Thudichum,  the  founder  of  neurochemistry,  stated  that 
"Many  forms  of  insanity  are  unquestionably  external  manifesta- 
tions of  the  effects  upon  the  brain  substance,  of  poisons  fermented 
within  the  body,  just  as  mental  aberrations  accompanying  chronic 
alcoholic  intoxication  are  the  accumulated  effects  of  a  relatively 
simple  poison  fermented  outside  the  body.  These  poisons  we  shall, 
I  have  no  doubt,  be  able  to  isolate  after  we  know  the  normal 
chemistry  to  its  uttermost  detail.  And  then  will  come  in  their  turn 
the  crowning  discoveries  to  which  our  efforts  must  ultimately  be 
directed,  namely,  the  discoveries  of  the  antidotes  to  the  poisons 
and  to  the  fermenting  causes  and  processes  which  produce  them." 

Around  1888  Lewin  brought  to  the  attention  of  scientists  a 
plant  which  when  eaten,  produced  states  of  intoxication  with 
optical  hallucinations.  Lewin  had  come  across  this  plant  during 
his  stay  in  Mexico,  where  it  was  known  under  the  name  of  Peyote. 
This  plant  contains  at  least  eleven  alkaloids  among  which  mesca- 
line was  identified  as  the  active  substance  by  Heffter  in  1890;  the 
intoxication  it  produced  was  frequently  called  model  psychosis, 
suggesting  its  similarity  to  mental  illness.  Treatment  found  effec- 
tive in  "model  psychosis"  might  help  in  curing  psychosis. 

Among  the  early  psychiatrists  Jung,  in  1906,  suggested  that 
mental  illness  is  developing  in  the  setting  of  a  poisoned  brain  and 
to  account  for  this  he  postulated  a  toxin  X  which  could  be  a  nerve 
or  brain  poison  generated  by  the  conflict  of  emotions.  Between 
1930-1940,  several  workers  claimed  that  the  blood  or  cerebrospinal 
fluid  of  schizophrenics  contained  a  toxic  factor  which  was  respon- 
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sible  for  the  death  of  mice  or  tadpoles  treated  with  serum  obtained 
from  schizophrenic  patients.  \   ■ 

Changes  From  LSD 

In  1943  Hofmann-  introduced  to  psychiatry  the  first  purely 
synthetic  psychotomimetic  chemical:  d-LSD  (Lysergic  acid  diethyl- 
amide). When  a  normal  person  is  given  an  oral  dose  of  LSD  of  1-2 
microgram/Kg  weight,  mental  changes  ensue  rather  rapidly.  Visual 
hallucinations,  frequently  in  brilliant  colors,  are  almost  always 
present.  A  variety  of  delusions  may  occur,  some  of  them  clearly 
giving  evidence  of  distortion  of  body  image  or  marked  depersonali- 
zation. The  psychiatric  changes  induced  by  LSD  have  been  de- 
scribed by  Huxley.' 

The  general  similarity  in  chemical  structure  of  mescaline  and 
LSD  to  compounds  such  as  the  catecholamines  and  serotonin 
normally  found  in  the  body  suggested  to  some  investigators  that  | 
abnormal  amounts  or  products  of  these  normal  compounds  may  be 
the  toxin  X  postulated  by  Jung  around  the  turn  of  the  century.  Such 
thinking  led  to  the  formulation  of  three  hypotheses  concerning  the 
nature  of  toxin  X.  The  first  of  these  hypotheses  is  the  transmethy- 
lation hypothesis  which  was  proposed  by  Osmond  and  Smythies.' 
This  hypothesis  postulates  that  under  a  stressful  situation,  there 
is  an  increased  production  of  catecholamines  and  the  body  at- 
tempts to  dispose  of  this  excessive  amount  of  catecholamines  by 
methylation,  which  give  rise  to  methylated  compounds  like  the 
hallucinogen  mescaline.  This  hypothesis  was  based  on  the  obser- 
vation that  a  methylated  compound  3,4-dimethoxyphenylethylamine 
(DMPEA),  caused  marked  catonic  reaction  in  rats.  Support  of  this 
hypothesis  came  in  1968  from  the  work  of  Friedhoff,''  who  isolated 
DMPEA  from  the  urine  of  schizophrenic  patients,  and  not  from  the 
urine  of  controls.  The  weakness  of  the  transmethylation  hypothesis 
lies  in  the  fact  that  administration  of  considerable  amounts  of 
DMPEA  failed  to  give  rise  to  any  psychopathology  in  normal  sub- 
jects. 

The  second  hypothesis  concerning  the  nature  of  toxin  X  is  the 
adrenochrome  hypothesis  which  has  been  proposed  by  Hoffer, 
Osmond  and  Smythies.''  These  workers  observed  psychological  dis- 
turbances in  patients  treated  with  discolored  preparations  of  adren- 
aline. This  observation  suggested  to  them  that  some  of  the  oxida- 
tion products  of  adrenaline  could  be  psychotomimetic.  Adreno- 
chrome presented  itself  as  a  possible  oxidation  product  of  adren- 
aline. The  administration  of  adrenochrome  to  volunteers  gave  vari- 
able results  in  the  hands  of  some  investigators.  However,  Hoffer 
and  Osmond  had  argued  that  adrenochrome  is  very  unstable  and 
negative  results  could  be  explained  due  to  disintegration  of  the 
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adrenochrome  preparation  used.  Recently,  the  psychotomimetic 
effect  of  adrenochrome  was  supported  in  controlled  studies  using 
chemically  pure  adrenochrome  preparations.  The  question  still 
remains  whether  adrenochrome  can  be  detected  beyond  doubt  in 
body  fluids  collected  from  psychiatric  patients. 

The  third  hypothesis  concerning  the  nature  of  toxin  X  is  the 
serotonin  hypothesis.  The  finding  that  serotonin  stimulated  muscle 
contraction  could  be  inhibited  by  adding  LSD  to  the  incubation 
bath,  and  the  fact  that  LSD  is  a  hallucinogen  led  Woolley'  to  specu- 
late i:hat  mental  changes  caused  by  LSD  are  the  result  of  serotonin 
deficiency,  induced  by  LSD.  Woolley  argued  that  if  this  is  true, 
then  naturally  occurring  mental  disorders — for  example,  schizo- 
phrenia, may  be  pictured  as  being  the  result  of  brain  serotonin 
deficiency  which  arises  from  metabolic  failure.  However,  Woolley 
found  that  administration  of  5-hydroxytryptophan  led  to  elevated 
brain  serotonin  levels  and  is  associated  with  behavioral  effects 
which  resembled  those  of  LSD.  This  led  him  to  modify  his  original 
hypothesis  to  the  effect  that  schizophrenia  may  be  related  to  sero- 
tonin excess  in  the  brain.  The  importance  of  brain  serotonin  for 
behavior  gained  support  from  the  clinical  findings  that  reserpine 
administration,  which  leads  to  depletion  of  brain  serotonin,  is 
associated  with  depressive  symptoms.  Furthermore,  the  level  of 
brain  serotonin  could  be  raised  by  monoamine  oxidase  inhibitors 
which  are  frequently  used  as  anti-depressant  agents. 

Almost  concomitantly  during  the  time  of  proposing  the  trans- 
methylation, the  adrenochrome  and  the  serotonin  hypotheses, 
another  set  of  hypotheses  concerning  abnormal  plasma  protein 
factors  in  schizophrenia  has  been  proposed.  Heath'^  introduced  the 
ceruloplasmin  hypothesis  which  postulates  that  in  the  blood  of 
schizophrenic  patients  there  is  a  high  concentration  of  the  protein 
ceruloplasmin  which  accelerates  the  oxidation  of  catecholamines. 
A  blood  tost  for  schizophrenia  was  developed  on  the  basis  of  this 
hypothesis.  However,  it  became  apparent  at  a  later  point  that  the 
rate  of  catecholamine  oxidation  depends  on  the  concentration  of 
ascorbic  acid  in  the  tested  blood.  When  the  variability  in  ascorbic 
acid  concentration  was  excluded,  the  ability  to  oxidize  epinephrine 
was  the  same  in  schizophrenic  and  control  blood.  Heath''  looked 
further  into  the  matter  and  was  able  to  isolate  a  unique  protein 
from  the  blood  of  schizophrenic  patients  and  he  named  this  pro- 
tein taraxein  (taken  from  the  Greet  root  it  means  to  confuse  or  dis- 
turb). He  claims  that  administration  of  this  protein  produced  psy- 
chotic symptoms  in  several  volunteer  subjects. 

A  search  concerning  the  nature  of  abnormal  protein  factors  in 
schizophrenia  interested  several  other  investigators.  Bergen  and 
associates^"  isolated  from  the  blood  of  schizophrenic  patients  a 
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plasma  protein  factor  which  could  induce  behavioral  and  electro- 
physiological changes  in  animals.  These  workers  had  stated  that 
in  schizophrenia  there  is  a  toxic  chemical  structure  carried  by  an 
a'-'  globulin.  Frohman  and  associates^',  have  also  reported  that 
an  a'-'  globulin  is  present  in  higher  concentration  in  the  blood  of 
schizophrenic  patients. 

Recently,  Pauling'-  hypothesized  that  some  forms  of  schizo- 
phrenia may  be  associated  with  relative  dietary  deficiencies  in  a 
number  of  vitamins.  Pauling,  as  reported  by  Mosher  et  al.''\  has 
found  that  schizophrenic  patients  excreted  40  percent  less  vitamin 
C  than  did  controls,  and  that  50  percent  of  schizophrenic  patients 
given  a  dose  of  ascorbic  acid  excrete  much  less  than  do  non- 
schizophrenic  subjects. 

In  summary,  it  is  clear  that  several  biochemical  hypotheses 
concerning  mental  illness  have  been  proposed,  but  so  far  no  single 
hypothesis  is  complete  by  itself  and  further  research  is  required 
for  elucidating  possible  biochemical  abnormality  in  mental  disease. 
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Editor's  note:  This  is  the  first  of  two  companion  articles  by  Dr.  James  on 
the  subject  of  crisis  intervention.  The  second  article  entitled  "Crisis  Inter- 
vention: Effectiveness"  follows  this  article. 


Introduction    - 

The  phrase  "crisis  intervention"  has  been  used  in  several 
different  ways.  Most  commonly  it  is  used  to  describe  two  processes: 
1)  Consultation  with  professionals  or  agencies  to  assist  them  with 
a  problem — clinical,  staff,  or  organizational — which  they  have  been 
unable  to  handle  and  which  has  reached  the  proportion  of  an  emer- 
gency, for  example:  a)  The  imminent  extrusion  of  a  client  who  has 
not  responded  to  their  efforts;  b)  The  professional  or  agency  that 
is  acutely  over-stressed  by  environmental  circumstances  (a  riot, 
an  epidemic,  a  rebellion);  c)  A  professional  or  agency  faced  with 
role  change  or  internal  failure.  This  should  be  called  "crisis  con- 
sultation" for  the  sake  of  clarity  and  will  not  be  pursued  in  this 
discussion.* 

The  other  prevalent  use  of  the  term  "crisis  intervention"  refers 
to  clinical  direct  services  intended  to  relieve  an  immediate  failure 
of  an  individual  or  family  to  cope  with  some  stress,  internal  or 
external.  The  term  "crisis  consultation"  has  also  been  used  to 
describe  this  process,  since  the  very  nature  of  the  therapeutic 
approach  is  to  maintain  the  individual's  responsibility  to  deal  with 
his  crisis  and  to  assist  him  as  a  consultant.  The  approach  is  valid, 
but  to  avoid  a  common  tendency  in  our  field  to  confuse  terms, 
crisis  intervention  in  this  discussion  will  refer  to  direct  services  to 
a  primary  client. 

Crisis  intervention  is  not  a  new  school,  a  new  theory,  or  really 
a  new  approach.  It  is,  rather,  the  intense,  short-range  application 
of  certain  aspects  of  time-honored  approaches,  having  guidelines 
that  have  developed  out  of  demand  over  a  number  of  years. 

Many  contributions  have  been  made  to  the  concept  of  "crisis 
intervention"  but  only  a  few  highlights  can   be  mentioned   here. 


*For  those  who  may  be  interested,  I  recommend  Community  Mental  Health 
Consultation  and  Crisis  Intervention  by  Dr.  Meja  Singh. 
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Erich  Lindemann's  1944  article  in  the  American  Journal  of  Psychi- 
atry— "Symptomatology  and  Management  of  Acute  Grief"-  stands 
out  as  a  classic  paper  and  an  example  of  why,  out  of  expediency, 
crisis  intervention  was  developed.  This  study  deals  with  the  be- 
reaved disaster  victim  of  the  Cocoanut  Grove  Fire  in  Boston  and 
other  cases  of  bereavement.  Lindemann,  a  psychoanalyst,  wrote 
almost  30  years  ago:  "With  eight  to  ten  interviews  in  which  the 
psychiatrist  shared  the  grief  work,  and  within  a  period  of  from 
four  to  six  weeks,  it  was  possible  to  settle  an  uncomplicated  and 
undistorted  grief  reaction."  This  paper  also  outlined  the  process 
and  reactions  of  bereavement  and  suggestions  for  therapy  which 
are  still  very  valuable. 

Gerald  Caplan,  for  a  number  of  articles  and  texts, '^  has  been 
called  the  architect  of  modern  crisis  theory.  His  emphasis  on  pre- 
vention placed  crisis  intervention  in  the  forefront  of  the  community 
mental  health  movement,  though  surprisingly,  crisis  work  has  not 
received  the  push  that  more  traditional  services  have.  From  the 
early  1950's,  contributions  from  the  fields  of  social  work  and  soci- 
ology have  greatly  expanded  and  nurtured  the  evaluation  of  crisis 
theory  and  techniques,  especially  from  Hill,^  Koos,^''  Rapoport,"' 
Parad'^  and  many  others. 

Although  not  specifically  crisis  approaches  in  themselves,  such 
therapies  as  behavior  therapy,  reality  therapy,  Gestalt  therapy, 
family  therapy,  etc.  are  responses  to  the  need  for  reaching  more 
people  in  a  shorter  period  of  time,  and  have  helped  set  the  climate 
for  the  crisis  approach,  and  contributed  techniques  for  crisis  work- 
ers. Existential  theory,  by  stressing  the  "now"  and  the  "here,"  has 
influenced  therapy  away  from  the  preoccupation  with  past  history. 
Erich  Fromm,  another  psychoanalyst,  since  1954  has  progressively 
espoused  the  immediacy  of  confronting  patients  with  their  irrational 
solution  in  an  active,  effecting  role. 

With  psychoanalysis,  we  may  have  overlooked  the  fact  that 
Freud  was  cautiously  pursuing  unknown  territories  and  at  the  same 
time  formulating  a  great  theory.  Can  we  realistically  claim  to  need 
as  long  a  time  for  therapy  as  he  did,  or  is  our  passivity  and  caution 
more  out  of  ritual  or  anxiety? 

Theory 

The  reluctance  of  people  to  seek  psychiatric  treatment  is  still 
prevalent.  Accepting  this  fact,  one  cannot  help  but  appreciate  the 
"crisis"  state  which  the  majority  of  our  clients  have  to  reach  before 
they  apply  for  our  services  or  before  they  are  brought  to  our  atten- 
tion. When  patients  don't  return  for  needed  therapy,  can  we  still 
rationalize  their  lack  of  motivation,  or  is  it  more  realistically  the 
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case  that  we  didn't  respond  as  attentively  as  we  should?  What 
could  be  more  motivating  for  longer  term  therapy  than  helpful 
relief  from  an  acute  stress? 

The  definition  of  crisis  as  a  "turning  point  for  better  or  for 
worse"  is  sometimes  forgotten.  Crisis  is  "opportunity"  to  not  only 
relieve  current  maladjustment,  but  to  re-do  past  unresolved  con- 
flicts and  to  better  prepare  for  future  ones.  Thus,  crisis  intervention 
implies  more  of  an  attitude  than  a  specific  theory.  Crisis  workers 
must  be  prepared  to  intervene  into  the  life  situation  of  a  patient 
immediately,  actively,  and  thoughtfully.  By  doing  so,  they  may  be 
able  to  prevent  the  patient's  turn  for  the  worse — hospitalization, 
separation,  suicide,  permanent  functional  damage,  family  dissolu- 
tion, crime,  etc.;  and,  hopefully,  they  can  effect  a  turn  for  the 
better — environmental  support,  clarification,  communication,  at 
least  temporary  relief,  motivation,  etc. 

Although  the  presenting  problem  may  be  a  longstanding  one 
either  internally  or  externally,  and  although  it  may  be  a  repetition, 
nevertheless,  precipitation  occurred  and  a  current  solution  must  be 
found.  The  manner  in  which  the  current  problem  is  handled  will 
have  significant  bearing  on  whether  the  problem  will  be  perpetu- 
ated, delayed,  recurring,  resolved  temporarily,  or  focused  for 
immediate  relief  and  possibly  signal  the  beginning  of  longer  range 
coping. 

Crisis  theory  incorporates  those  aspects  of  various  theories  of 
therapy  and  understanding,  particularly  those  which  may  be  utilized 
for  immediate  application.  Crisis  workers  need  to  have  a  concrete 
theoretical  framework  from  which  to  operate,  even  more  important 
in  order  to  respond  quickly.  One  simple  broad  concept  is  that  of 
the  multi-layered  sphere,  which  when  normal  is  concentric  and 
when  disturbed  is  eccentric,  perhaps  a  better  description  than 
mentally  ill. 
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In  crisis  intervention,  only  the  outermost  layer  may  be  exam- 
ined and  dealt  with,  the  precipitating  stress  in  the  environment. 
Adjustment  to  a  new  community  may  be  facilitated  by  environ- 
mental manipulation,  such  as  an  arrangement  for  Traveler's  Aid. 
Financial  deprivation  may  be  eased  by  welfare  assistance.  Marital 
maladjustment  may  be  relieved  by  treating  or  educating  the  spouse. 
Further  action  may  not  be  needed. 

Threatening,  self-destruction  or  passive  or  inappropriate  be- 
havior may  have  to  be  dealt  with  directly  in  the  form  of  restraints, 
seclusion,  restrictions,  rewards,  reinforcement  and  stimulation. 
Anyone  who  has  worked  on  a  closed  ward  recognizes  that  when 
the  environment  has  failed,  behavior  must  next  be  controlled,  and 
you  examine  and  talk  later. 

Physical  causes  of  distress,  such  as  underlying  illness  or  injury 
and  physiological  equivalents  or  symptoms,  must  next  be  consid- 
ered and  may  be  immediately  relieved  through  drug  use  or  relieving 
causative  stress  or  conflict. 

Certain  distorted  defenses  may  be  responsible  not  only  for  the 
crisis,  but  may  interfere  with  intervention  attempts.  Freeman, 
Kalis  and  Harris^  have  shown  in  their  attempt  to  objectify  the  psy- 
chiatric interview  that  the  defense  analysis  is  the  most  poorly 
correlated  factor  between  therapists,  suggesting  a  great  need  for 
closer  attention  to  defenses  and  perhaps  more  training  in  their 
understanding. 

Feelings,  particularly  anger  and  warmth,  are  the  more  difficult 
for  therapists  to  deal  directly  with.  In  the  majority  of  cases,  relief 
for  rational  feelings  will  be  obtained  before  having  to  allow  or 
encourage  a  catharsis.  Feelings,  however,  may  have  to  be  explored, 
or  at  least  talked  about  very  early,  if  they  interfere  with  the  inter- 
vention. Acknowledgement  is  sometimes  enough. 

Basic  characterological  problems,  because  of  their  usually 
longstanding  existence,  need  rarely  be  dealt  with  in  crisis  inter- 
vention. Adaptation  to  the  environment  of  the  basic  character  is 
only  disrupted  when  new  stress  appears,  new  'behavior  occurs, 
defenses  fail,  etc.,  and  may  be  dealt  with  symptomatically,  accord- 
ingly. Occasionally,  when  a  new  environmental  situation  becomes 
permanent,  such  as  in  maturation,  with  newlyweds,  the  birth  of  the 
first  child,  imprisonment,  etc.,  internal  character  conflicts  may  have 
to  be  treated. 

The  developmental  crisis  theory  of  Erikson^f'  is  a  great  source 
for  understanding  character  evolution.  However,  it  is  much  more 
than  that.  The  crisis  worker  must  have  an  in-depth  knowledge  of 
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developmental  crisis.  Each  patient  must  be  seen  as  suffering,  and 
unable  to  cope  with  either:  1.  A  developmental  life  crisis,  2.  a  situ- 
ational crisis,  or  3.  both. 

Whether  immediately  obvious  or  not,  the  crisis  worker  has  to 
examine  the  age-specific  task  resolution  of  the  patient.  For  ex- 
ample, most  adolescents  in  short-term  treatment  will  require  assis- 
tance to  deal  with  their  identity  crisis.  Facilitating  the  formation 
of  ego  identity,  a  stable  set  of  values,  societal  responsibility,  etc., 
will  usually  enable  the  adolescent  to  deal  with  other  stresses.  Thus, 
the  crisis  worker  who  knows  life  cycle  crises  can  be  comfortable 
in  dealing  with  any  age,  assured  that  part,  if  not  all,  of  the  present- 
ing problem  will  be  related  to  a  specific  crisis  for  that  age. 

Situational  crises  are  those  accidents  or  circumstances  that 
occur  outside  the  life  cycle.  A  few  commonly  experienced  ones 
are:  1.  Loss  of  a  love  object — depression;  2.  Threat  to  instinctual 
needs — anxiety;  and  3.  Injury  to  ego  integrity — anger. 

Understanding  what  occurs  to  the  individual  during  a  crisis 
can  be  helpful.  Caplan's  phases  of  the  crisis  period  help  to  under- 
stand crisis  theory: 

1)  Initial  rise  in  tension — threat — unpleasant  affect,  some  dis- 
organization of  behavior  and  a  falling  back  on  usual  prob- 
lem— coping  behavior  (interview  here  will  support  previous 
coping  mechanism). 

2)  Failure  of  usual  coping  mechanisms — further  rise  in  tension 
and  disorganization  (intervention  here  will  involve  attempts 
to  better  organize  and  more  effectively  utilize  usual  coping 
mechanisms). 

3)  Emergency  problem-solving  approaches.  External  resources 
may  be  called  on.  Loss  of  control  (intervention  here  should 
be  clarification  of  the  problem.  Control  of  irrational  behavior 
and  support  of  external  resources). 

4)  Major  disorganization  and  disorientation  with  danger  of 
chronicity  (intervention  here  may  require  removal  of  the 
individual  from  the  environmental  stress  and/or  the  utili- 
zation of  supplementary  defenses  —  drugs,  supervision, 
manipulation  of  the  environment). 

Since  crisis  theory  proposes  a  preventive  purpose  in  interven-  ♦ 
tion,  a  fifth  stage  should  be  added: 

5)  Resolution  of  the  conflict  (intervention  should  reinforce 
appropriate  defenses  and  coping  mechanisms  and  encour- 
agement for  future  adaptation). 
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Techniques 

I.  Attitude: 

The  following  convictions  must  be  incorporated  by  a  crisis 
staff: 

1)  Active,  immediate  intervention  can  be  effective. 

2)  The  client  has  a  "crisis,"  not  an  "illness." 

3)  A  social  system  of  at  least  two  persons  must  be 
effected. 

4)  "Now"  is  most  important. 

5)  Relief  must  be  obtained  immediately,  and  termination 
carried  out  within  approximately  six  sessions. 

II.  Resources: 

1)  Consider  that  someone  else  or  another  agency  may  be 
more  appropriately  indicated  for  intervention  than  your- 
self. 

2)  Avenues  to  utilize  community  resources  must  be  avail- 
able and  known. 

3)  The  family  is  the  most  powerful  social  unit,  and  should 
be  involved  and  used. 

III.  Focus: 

Focus  not  on  the  person  or  his  "illness"  or  his  past,  but 
on  the  crisis — for  example,  the  grief  reaction  as  a  sepa- 
rate objective  entity.  Developmental  tasks  should  be 
examined  early.  Go  no  deeper  than  necessary.  Clarification 
of  environmental  stress  should  be  the  beginning  layer, 
proceeding  as  needed  to  behavior,  physical  reaction,  de- 
fenses and  emotions.  Concern  with  what  the  client  re- 
quests or  complains  of  will  help  establish  rapport.  And 
remember  to  determine  specific  short-range  treatment 
goals. 

IV.  Universal  Goals: 

1)  Clear  picture  of  the  crisis,  stress,  and  relationship  to 
others. 

2)  Identification  of  feelings,  useful  defenses,  interfering 
defenses,  and  strengths. 

3)  Prevent  further  regression. 

4)  Sufficient  insight  to  permit  constructive  actions. 

5)  Maintain  responsibility  in  the  client. 

6)  Restoration  of  self-esteem  for  future  coping. 
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V.     Procedure: 

1)  Acknowledge  client  and  his  need. 

2)  Assure  interest,  concern  and  intention  to  help, 

3)  Inquire  into  current  problem.  Help  focus  on  Immediate 
stress. 

4)  Inquire  into  other  related  persons  and  their  role  in  the 
crisis. 

5)  Provide  alternates  or  controls  of  behavior. 

6)  Inquire  into  effect  that  stress  or  other  persons  have  had 
on  the  client. 

7)  Help  client  describe   how  he   has  tried  to  deal   with 
crisis,  including  defining  defenses. 

8)  Explorations  of  clients'   reactions  to  crisis,   including 
current  underlying  or  denied  feelings. 

9)  Assist  client  to  define  goals  for  obtaining  relief. 

10)  Provide  appropriate  supplements  to  clients'   efforts — 
medication,  rest,  talking  for  him  to  others  if  necessary. 

11)  Discourage  escape,  regression,  withdrawal,  dependency. 

12)  Continue  until  assured  of  appropriate  containment  and 
responsibility  of  the  client. 

13)  Be  available  as  needed  and  for  specific  follow-up. 

Summary 

Crisis  intervention  is  an  urgent  approach  or  avenue  to  alleviate 
immediate  stress  and  attempt  to  make  lasting  appropriate  change 
possible.  Crisis  theory  has  evolved  under  the  influence  of  multiple 
therapies  and  in  response  to  critical  needs  of  large  numbers  of 
people.  The  crisis  worker  must  be  knowledgeable  in  a  broad  spec- 
trum of  therapeutic  resources  and  be  prepared  for  commitment  to 
active,  structured,  and  time  and  goal-limited  intervention. 
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A  large  body  of  knowledge  has  accumulated  describing  crisis 
intervention,  its  theory,  rationale  and  techniques,  since  Lindemann 
and  Caplan  began  their  advocacy  in  the  1940's.  Many  community 
mental  health  centers,  hard  pressed  for  staff  and  faced  with  a 
growing  tide  of  patients,  have  embraced  the  concepts  of  crisis 
intervention  and  implemented  programs.  The  1970-71  California 
Assembly  made  crisis  intervention  the  number  one  priority  for 
community  mental  health  center  program  development. 

Some  of  the  rationale  behind  this  major  movement  are: 

1)  Crisis  intervention  avoids  unnecessary  long-term  treatment. 

2)  It  offers  immediate  relief,  or  at  least  attention,  to  patients. 

3)  It  is  more  responsive  to  the  needs  of  the  community. 

4)  It  is  a  more  appropriate  response  to  lower  class  and  mi- 
nority groups. 

5)  The  focus  on  "crisis,"  not  "illness,"  makes  treatment  more 
acceptable. 

6)  It  is  closer  to  primary  prevention   than   any  other  direct 
service,  since  it  gets  to  the  patient  and  his  problem  earlier. 

7)  It  makes  for  more  efficient  use  of  staff. 

8)  It  is  more  economical   since   lower  salaried   staff  can   be 
utilized. 

9)  It  saves  lives  by  being  immediately  available  and  respon- 
sive to  emergencies  (suicidal  or  homicidal  patients). 

10)    It  is  more  effective  by  reaching  the  patient  when  he  is  most 
in  distress  and  therefore  is  most  responsive. 

All  of  these  are  excellent  arguments  in  favor  of  crisis  inter- 
vention programs.  Perhaps  because  these  reasons  are  so  obviously 
worthwhile,  no  one  has  bothered  to  verify  or  ascertain  their  actual 
effectiveness.  The  literature  contains  numerous  case  histories  and 
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testimonials.  Not  unlike  psychoanalysis,  statistical  verification  of 
many  of  the  benefits  of  this  approach  is  very  difficult.  A  few 
parameters  which  could  be  measured  are:  recidivism,  cost  effec- 
tiveness, disposition  and  utilization. 

A  traditional  goal  of  outpatient  treatment  is  the  avoidance  of 
hospitalization.  With  rising  hospital  costs  and  a  significant  change 
in  attitude  of  mental  health  professionals,  prevention  of  hospitali- 
zation as  a  disposition  is  one  which  is  probably  more  responsible 
for  the  recent  impetus  to  crisis  programming  than  any  other,  though 
appears  to  be  least  emphasized  by  the  advocates  who  prefer  more 
positive  goals.  The  salability  and  the  immediate  results  of  this  goal, 
however,  should  not  be  ignored.  Recidivism,  cost  effectiveness,  and 
utilization  require  long-term  measurement,  but  should  be  done. 
Since  one  of  our  admitted  goals  was  to  reduce  inpatient  use,  and 
our  results  were  immediately  visible,  it  was  felt  that  our  early 
report  should  be  made  and  our  results  shared. 

The  Program 

Before  August,  1971,  the  only  part  of  the  Fresno  County  Mental 
Health  Department  which  functioned  after  5:00  p.m.  was  the  in- 
patient service.  As  a  result,  it  was  observed  that  many  patients 
who  sought  help  after  the  daytime  hours  were  admitted  to  the  ward, 
although  their  conditions  did  not  always  justify  hospitalization. 
Others  were  admitted  appropriately,  but  might  not  have  needed 
hospitalization  if  some  immediate  treatment  had  been  available. 
As  a  pilot  program  under  the  direct  supervision  of  the  adult  pro- 
gram chief,  the  Evening  Crisis  Service  was  initiated  in  August, 
1971,  with  one  major  goal  being  to  reduce  unnecessary  admissions. 
During  the  first  three  pilot  months,  this  service  was  unpublicized, 
so  that  it  can  be  assumed  that  most  people  who  were  referred  to 
it  were  attempting  or  expecting  to  enter  the  hospital,  and  probably 
would  have  in  the  absence  of  the  evening  treatment  alternative. 

It  should  be  noted  that  since  only  the  first  three  months  are 
reported,  the  conclusions  presented  herein  should  be  regarded  as 
tentative.  A  planned  later  study  will,  in  all  probability,  be  more 
definitive  in  assessing  the  program's  overall  effectiveness.  How- 
ever, it  will  no  longer  be  a  valid  assumption  that  people  coming  to 
the  evening  program  were  "headed  for"  the  ward,  since  in  Novem- 
ber there  was  1)  A  separation  of  the  service  into  two  parts:  a)  crisis- 
intake,  and  b)  evening  treatment,  both  including  treatment  beyond 
immediate  crisis  intervention;  and  2)  Publicity  about  the  avail- 
ability of  evening  services  on  an  outpatient  basis. 

The  evening  crisis  staff  consisted  of  a  registered  nurse,  a  re- 
habilitation worker,  two  psychiatric  technicians,  and  two   mental 
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health  aides  recruited  as  volunteers  from  the  inpatient  service  and 
the  day  treatment  service.  Their  hours  were  from  4:00  p.m.  to  11:00 
p.m.,  Monday  through  Friday.  Their  prior  performance  had  all  been 
exceptional,  and  they  were  all  eager  for  the  experience.  Their 
training  was  mostly  in-service  and  they  met  several  days  a  week 
for  one  hour  with  a  psychiatrist  to  discuss  their  cases,  diagnoses, 
and  treatment  approaches.  Some  of  them  visited  similar  programs 
in  adjoining  counties. 

The  registered  nurse  served  ably  as  team  leader  and  was  later 
made  responsible  for  the  inpatient  service  during  the  evening, 
since  patient  responsibility  became  a  question  when  some  patients 
presented  themselves  directly  on  the  ward.  This  should  have  been 
anticipated,  and  may  be  of  interest  or  a  reminder  to  anyone  con- 
sidering implementing  this  service.  A  psychiatrist  was  available  by 
phone,  but  was  rarely  called.  The  registered  nurse,  Mrs.  Irene 
Williams,  was  empowered  to  home  visit  and  to  legally  order  the 
transportation  either  by  her  staff  or  the  local  law  enforcement 
officials  of  a  patient  to  the  Department  of  Mental  Health  facility 
for  evaluation.  This  was  done  on  a  few  occasions. 

When  the  program  began,  the  team  was  requested  to  fill  out 
a  data  sheet  on  each  patient  which  included  his  name,  degree  of 
crisis,  disposition,  tentative  diagnosis,  approximate  time  spent  with 
the  patient,  referral  source  and  precipitating  factor.  Degree  of 
crisis  was  broadly  categorized  as:  no  treatment  needed;  treatment 
indicated  but  could  be  postponed;  acute  anxiety,  impending  psy- 
chosis or  severe  depression;  or  suicidal,  homicidal,  acutely  psy- 
chotic. 

The  Study 

In  preparation  of  this  report,  data  were  extracted  from  two 
sources — 1)  The  evening  data  sheet  described  above,  and  2)  The 
inpatient  daily  census  sheet.  The  latter  provided  the  name  and 
date  of  admission  for  this  study.  Other  information,  such  as  status 
(observation  and  evaluation,  or  admission),  date  of  discharge, 
voluntary  or  involuntary,  and  disposition  was  available,  but  was 
not  used  for  this  study.  Since  the  decision  for  observation  and 
evaluation  status  or  admission  status  was  quite  subjective  and 
varied  from  one  evening  inpatient  staff  to  the  next,  anyone  hos- 
pitalized, whatever  his  status,  was  included  in  the  total  "hos-  * 
pitalized"  category  for  this  study.  By  comparing  these  two  reports 
it  could  be  determined  whether  or  not  a  patient  was  actually  hos- 
pitalized, after  referral  from  evening  crisis  or  after  evening  crisis 
hours,  and  no  patients  were  missed. 
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Results 

Table  I  shows  the  relation  of  patients  in  Degree  of  Crisis  3  and 
4  to  referrals  from  evening  crisis  during  the  interval  August  through 
October,  1971.  It  was  found  that  of  the  total  number  in  the  3-4 
sample  (N  =  76),  59%  were  on  inpatient  status,  and  41%  were  not 
hospitalized. 

TABLE  I 

DEGREE    OF   CRISIS    TO   REFERRALS    FROM 
EVENING   CRISIS   SERVICE 

August-September-October ,    1971 


Degree   of 
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TABLE 

II 

Trend   of   Referrals    to   Hospital   and   Non-Hospital: 
Combined  sample   of  patients    in  Crisis  Levels   3   and  4 
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Of  the  patients  referred  to  inpatient,  55%  (N  =  21)  had  been 
designated  as  crisis  level  3,  and  45%  (N  =  17)  had  been  classified 
as  crisis  level  4.  Not  surprisingly,  of  the  patients  not  hospitalized, 
a  much  higher  percentage  were  from  crisis  level  3  (87%)  than  from 
crisis  level  4  (13%).  (Chi  Square  significance  at  less  than  .025  level). 

Although  it  may  seem  discouraging  that  more  than  50%  of  the 
more  critical  patients  were  admitted  to  the  ward,  a  look  at  the 
trend  across  months  reveals  encouraging  findings.  Table  II  shows 
the  trend  of  hospitalization  drop  from  67%  to  45%.  Complement- 
ing these  decreases,  of  course,  is  the  trend  to  not  hospitalize, 
which  increased  from  33%  in  August  to  55%  in  October. 

This  finding  is  generally  attributed  to  the  increasing  proficiency 
and  confidence  of  the  crisis  staff. 

Inpatient  Admissions  and  Census 

Although  other  factors  were  felt  to  contribute  to  changes  in 
inpatient  utilization,  such  as  changes  in  the  staff  of  that  service, 
some  changes  in  the  overall  philosophy  of  the  Department  away 

TABLE  III 

FRESNO  COUNTY 
LOCAL  INPATIENT  SERVICE  -  1971 
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from  hospitalization,  and  additional  psychiatric  staff  hired  in  the 
earlier  months  of  the  year,  the  timing  of  the  implementation  of 
evening  crisis  it  was  felt  might  prove  to  correlate.  The  crisis  pro- 
gram was  enlarged  in  November,  1971  to  include  all  intakes  from 
8:00  a.m.  to  11:00  p.m.  during  the  week,  and  3:00  p.m.  to  11:00  p.m. 
on  weekends.  A  number  of  additional  staff  was  added,  including  a 
full-time  psychiatrist  chief,  and  the  services  were  re-named  crisis 
intake. 

Table  III  shows  the  number  of  admissions  to  the  local  inpatient 
service,  and  Table  IV  shows  the  local  inpatient  census  by  month 
during  1971.  A  trend  toward  reduction  is  noted  prior  to  August,  but 
the  precipitous  drop  in  August  and  November  is  highly  suggestive 
of  a  direct  correlation. 

TABLE  IV 

FRESNO  COUWTY 
LOCAL  INPATIENT  SERVICE  -  1971 
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Stockton  State  Hospital 

Again,  a  number  of  factors  were  felt  to  contribute  to  ciianges 
in  state  iiospitaj  utilization,  especially  the  philosophy  of  Dr.  Trevor 
D.  Glenn,  the  director  of  the  Fresno  County  Department  of  Mental 
Health.  However,  since  the  crisis  program  was  shown  to  prevent 
some  admissions  to  the  ward,  and  since  the  majority  of  admissions 
to  the  state  hospital  are  sent  from  the  local  program,  it  was  felt 
that  some  effect  could  be  determined. 

Table  V  and  VI  show,  like  the  local  facility,  that  state  hospital 
utilization  was  already  on  the  decline.  However,  again,  the  sus- 

TABLE  V 

FRESNO  COUNTY 
L-P-S  ADMISSIONS  TO  STOCKTON  STATE  HOSPITAL  -  1971 
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tained  drop  toward  the  end  of  the  year  was  likely  to  have  been 
significantly  influenced  by  the  intervention  of  the  local  crisis 
service. 

TABLE  VI 

FRESNO  COUNTY 
MONTHLY  CENSUS  -  STOCKTON  STATE  HOSPITAL  -  1971 
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Summary 

One  parameter,  hospitalization,  was  studied  to  see  if  a  crisis 
intervention  program  was  effective  in  reducing  its  utilization.  From 
the  data  reported,  one  can  determine  that  admissions  to  the  local 
hospital  were  definitely  reduced  by  the  service,  and  that  the  overall 
use  of  hospitalization  (local  and  state)  appears  to  have  been  influ- 
enced (reduced).  Further  study  and  longer  range  data,  particularly 
regarding  recidivism,  use  of  alternate  programs  (outpatient,  day 
treatment,  etc.),  cost  analysis,  etc.,  will  be  required  before  clinical 
observations  regarding  the  effectiveness  of  crisis  intervention  are 
confirmed. 
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With  the  increase  in  women  in  the  working  force  and  in  higher 
educational  programs,  the  number  of  day  care  centers  and  the 
number  of  children  who  are  essentially  being  raised  in  these  centers 
has  increased  rapidly  in  the  past  few  years.  There  is  a  nationwide 
concern  with  the  complicated  problems  of  child  care,  and  many 
people  will  have  a  voice  in  how  day  care  programs  develop.  How- 
ever, there  is  an  acute  shortage  of  people  with  enough  technical 
training  and  practical  experience  to  organize  and  properly  teach 
in  these  centers. 

Dr.  Edward  Zigler,  director  of  the  Office  of  Child  Development, 
suggests  that  the  problems  of  child  care  will  only  increase;  he 
presented  the  startling  projection  that  by  1980,  75%  of  American 
women  are  expected  to  be  working.  Therefore,  there  is  a  growing 
awareness  among  child  care  workers  and  mental  health  personnel 
of  the  need  for  closer  working  relationships.  Both  groups  share  the 
view  that  it  is  an  overwhelming  responsibility  to  raise  someone 
else's  child.  This  task  is  made  more  complex  by  the  fact  that  such 
child  rearing  is  to  take  place  within  a  group,  where  the  guidelines 
of  good  child  care  are  less  clear  cut.  Both  groups  recognize  that  as 
imposing  a  task  as  day  care  is,  it  affords  an  excellent  opportunity 
for  children  to  experience  positive  human  relationships  and  appro- 
priate educational  opportunities  to  augment,  and  in  many  cases 
to  compensate  for,  the  social-cultural  experiences  of  their  environ- 
ment. Day  care  for  children  also  exposes  them  earlier  to  their  age 
mates,  affording  the  child  care  worker  the  opportunity  to  identify 
those  children  whose  development  deviates  from  the  norm. 

In  all  of  these  general  areas,  the  child  mental  health  "expert" 
has  much  to  offer  the  day  care  worker,  who  in  many  instances  is 
totally  untrained  for  the  job.  The  Ad  Hoc  Committee  on  Child 
Mental  Health  (1971)  strongly  emphasizes,  as  follows: 

"The  involvement  of  mental  health  workers,  particularly  at 
community  levels,  in  organizing  and  strengthening  local 
day  care  programs  can  assist  these  programs  to  contribute 
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even  more  significantly  to  the  growth  and  the  development 
of  children.  Consultation,  loaning  of  staff,  assistance  in 
training  programs,  direct  patient  services  for  disturbed 
children  .  .  .  and  the  ensuring  of  appropriate  coordination 
with  other  child-serving  agencies  are  major  ways  in  which 
mental  health  agencies  can  strengthen  the  mental  health 
potential  of  day  care  programs." 

Many  Untrained  Workers 

Presently,  within  Orange,  Person  and  Chatham  counties  there 
are  more  than  40  day  care  centers  serving  approximately  2200  chil- 
dren. Approximately  175  men  and  women  staff  the  centers  in  these 
three  counties.  Because  these  day  care  centers  have  been  devel- 
oped primarily  for  working  mothers,  they  tend  to  serve  a  middle  to 
lower  socio-economic  group.  By  necessity,  the  cost  to  parents  is 
kept  to  a  minimum;  thus  salaries  for  day  care  personnel  are  low. 
Consequently,  many  of  the  child  care  workers  are  untrained  for  the 
difficult  responsibility  of  helping  children  to  develop  socially,  emo- 
tionally, intellectually,  and  physically.  Day  care  center  staffs  have 
few  resources  to  turn  to  for  consultation  in  program  planning  or  in 
recognizing  impaired  or  deviant  children.  It  is  a  conservative  esti- 
mate that  15%  of  preschool  children  suffer  some  deviancy,  either 
intellectual,  physical  or  emotional,  that  results  in  serious  emotional 
or  learning  disabilities  in  later  life.  That  means  that  within  this 
three  county  area  possibly  up  to  350  children  need  identification, 
further  diagnostic  studies,  and  remedial  programs. 

For  the  majority  of  the  day  care  centers,  too,  there  exists  no 
liaison  to  institutions  of  higher  education  where  they  might  receive 
assistance  in  meeting  the  considerable  demands  placed  upon  them. 
In  past  years,  many  requests  for  assistance  and  advice  were  made 
to  the  staff  of  the  Therapeutic  Preschool  at  UNC-Chapel  Hill.  Until 
this  year,  consultation  to  only  eight  of  the  largest  local  day  care 
centers  could  be  offered  as  an  auxiliary  service  to  the  Therapeutic 
Preschool.  Those  persons  trained  in  child  mental  health,  child 
development,  early  childhood  education,  and  child  health  assisted 
day  care  workers  in  (1)  program  planning,  (2)  early  screening  and 
possible  remediation  of  deviant  development,  and  (3)  working  with 
parents.  The  consultation  program  educated  day  care  workers  to 
the  emotional,  educational  and  physical  needs  of  children  through 
weekly  consultation  visits  to  their  day  care  centers.  These  weekly 
consultations  took  the  form  of  day  care  center  staff  meetings.  In 
these  sessions,  the  mental  health  consultant  and  staff  discussed 
(1)  the  emotional,  educational  and  physical  development  of  normal 
children,   (2)    identification    of   deviant   c'evelopment,    (3)    program 
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planning  to  enhance  development,  and  (4)  remedial  approaches  to 
deviant  children. 

Therefore,  the  major  goals  of  the  consultation  program  have 
been  to  assist  day  care  workers  through  consultation-education  to 
develop  emotionally  healthier  environments  for  their  groups  of 
children,  and  to  recognize  those  children  who  have  developmental 
handicaps.  It  was  apparent  that  the  staff  of  the  Therapeutic  Pre- 
school demonstrated  an  effective,  positive  service  on  a  small  scale. 
Through  a  contract  with  the  Orange-Person-Chatham  Mental  Health 
Center,  the  Therapeutic  Preschool  is  now  expanding  its  staff  to 
meet  the  expressed  needs  of  the  day  care  centers  at  the  present 
time. 

Increase  in  Consultation 

The  new  program  will  provide  mental  health  consultation  one 
full  day  per  week  to  each  of  twenty  day  care  centers  in  three  coun- 
ties. A  staff  of  child  specialists  will  serve  as  consultants,  all  experi- 
enced in  child  development  and  in  consultation.  Each  consultant 
will  be  responsible  for  four  centers  and  will  visit  the  centers  on  a 
weekly  basis.  The  consultant  will  devote  one  day  per  week  to  each 
center,  spending  IV2-2  hours  in  formal  inservice  training  and  meet- 
ing with  the  day  care  center  staff  as  a  group.  They  will  discuss 
children's  emotional  and  physical  development  and  learn  to  plan 
programs  and  activities  appropriate  to  the  children's  level  of  func- 
tioning. They  will  also  discuss  ways  of  conveying  warmth,  accep- 
tance and  disapproval  to  the  child;  and  they  will  discuss  the  impor- 
tance of  appropriate  rewards  and  punishments.  Attention  will  be 
paid  to  learning  to  help  children  to  relate  to  each  other  and  to  the 
day  care  workers. 

The  day  care  staff  will  be  trained  in  the  identification  of  deviant 
children  and  in  how  to  refer  the  child  for  evaluation  and/or  remedial 
help.  Programs  for  deviant  children  who  can  be  continued  in  the 
normal  centers  will  be  discussed.  Arrangements  will  be  made  for 
day  care  workers  to  observe  evaluation  procedures  and  remedial 
programs,  such  as  Project  First  Chance  for  retarded  and  physically 
handicapped  and  the  Therapeutic  Preschool.  Discussions  will  also 
focus  on  the  importance  of  communication  of  the  staff  with  parents. 

Durham  Technical  Institute,  as  part  of  the  North  Carolina  De- 
partment of  Community  Colleges,  has  agreed  to  give  formal  credit 
to  the  workers  who  participate  in  on-site  training.  After  24  months 
of  participation  each  worker  will  receive  a  diploma  in  child  care. 
A  more  structured  outline  of  the  three  courses  to  be  offered  in 
sequence  is  as  follows: 
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1.  Normal  Development  of  Young  Children 

The  focus  of  this  course  will  be  on  understanding  the  skills, 
behaviors,  and  emotional  responses  considered  normal  at 
each  of  the  preschool  age  levels.  In  discussing  each  age 
level,  the  materials,  games  and  activities  appropriate  for 
that  age  group  will  also  be  discussed.  The  students  will  help 
in  planning  a  typical  week  long  program  aimed  at  enhancing 
development  for  each  age  group. 

2.  Deviant  Development  of  Young  Children 

The  focus  of  this  course  will  be  on  identifying  develop- 
mental problems  in  preschoolers.  Screening  techniques  for 
problems  of  hearing,  vision,  speech,  emotional  develop- 
ment and  intellectual  development  will  be  discussed.  Obser- 
vation of  remedial  centers  will  be  arranged. 

3.  The  Role  of  Parents  in  a  Day  Care  Center 

The  focus  of  this  course  will  be  on  communicating  with 
parents  about  their  child.  The  importance  of  sharing  the 
child-rearing  responsibilities  will  be  emphasized  and  the 
importance  of  avoiding  competition  and  conflicts  with 
parents  will  be  emphasized.  Ways  of  helping  parents  to 
participate  in  day  care  center  activities  will  be  discussed. 
The  last  segment  of  the  course  will  focus  on  developing  the 
day  care  center  as  an  educational  center  for  parents,  too, 
where  they  might  meet  to  gain  information  on  nutritional 
needs,  health  needs  and  emotional  needs  of  children. 

The  consultant  will  spend  one  additional  hour  every  week 
observing  in  each  classroom  in  each  center  in  order  to  evaluate 
the  needs  of  the  children  and  their  worker.  The  consultant  will 
demonstrate  teaching  techniques,  activities,  and  games  designed 
to  enhance  cognitive  and  emotional  growth  in  the  children.  Day 
care  workers  will  be  assisted  in  planning  remedial  interventions 
to  prevent  and/or  ameliorate  serious  behavioral  or  learning  prob- 
lems. 

Those  children  who  appear  to  be  having  serious  difficulties  not 
manageable  within  the  center  will  be  referred  for  further  diagnosis 
and  possible  treatment  to  the  appropriate  center.  The  consultant 
can  assist  the  day  care  worker  in  preparing  for  conferences  with 
the  parents  to  discuss  the  child's  difficulties  and  the  need  for 
referral.  The  consultant  can  then  help  the  parent  to  obtain  service 
from  the  appropriate  agency  as  a  part  of  the  comprehensive  service 
to  children. 

It  is  anticipated  that  through  education-consultation,  day  care 
workers  will  feel   more  confident  and   be  better  able  to  develop 
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programs  for  their  children.  They  should  become  more  aware  of 
the  emotional  and  physical  needs  of  their  children  and  of  the  prob- 
lems of  development  in  young  children.  Such  improvement  on  the 
part  of  the  day  care  workers  should  contribute  considerably  to  the 
children's  mental  health.  Recognition  of  deviant  children  should 
allow  for  earlier  remedial  interventions,  thus  possibly  avoiding  the 
development  of  more  serious  emotional  and/or  learning  problems. 

The  mental  health  consultation  program  primarily  focuses  on 
providing  a  community  service  and  thereby  demonstrating  an 
effective  and  meaningful  approach  to  a  community  problem.  It  is 
essential,  however,  that  the  effectiveness  of  the  program  be  deter- 
mined as  objectively  as  possible.  Collecting  evaluative  data  in  this 
program  is  made  somewhat  easier,  for  instruments  exist  which  may 
be  applied  to  the  program. 

Documenting  the  effectiveness  of  mental  health  consultation 
to  a  population  of  day  care  centers  would  demonstrate  how  a  rela- 
tively small  core  group  of  trained  mental  health  personnel  could 
have  an  impact  on  the  functioning  of  a  large  number  of  day  care 
workers  and  on  an  even  larger  number  of  children.  As  this  program 
is  innovative  in  the  child  mental  health  field,  it  could  serve  as  a 
demonstration  to  other  child  mental  health  centers  throughout  the 
country  of  how  to  intervene  effectively  in  the  group  child  care 
process,  now  so  much  a  part  of  our  society.  In  order  to  determine 
the  effects  of  the  day  care  consultation  program,  program  evalua- 
tions will  be  made  at  several  levels,  including  evaluating  at  the 
individual  level,  the  day  care  centers'  level,  and  at  the  community 
level. 

There  are  certain  "givens"  at  each  center  and  these  include 
such  elements  as:  the  personalities  of  the  directors  and  the  day 
care  workers,  the  general  philosophy  of  the  center  and  the  worker, 
the  physical  setting  and  the  kinds  of  children  in  attendance.  The 
ultimate  goal  of  the  program  is  not  to  make  all  workers  alike,  but 
rather  to  help  each  maintain  her  individuality  and  reach  her  maxi- 
mum potential.  Thus,  the  educational  experience  offered  to  the 
centers  through  consultation  must  be  at  the  level  that  each  worker 
can  understand  and  carry  out  in  behavior. 

Measuring  Change 

Because  the  workers  vary  so,  the  best  method  of  measuring 
change  over  a  period  of  time  seems  to  be  measuring  each  worker 
against  herself.  To  assess  the  impact  of  the  consultation  on  the 
day  care  workers,  evaluation  at  the  individual  level  will  be  based 
on  indices  such  as  (1)  records  of  the  classroom  activities  that  were 
demonstrated  whether  or  not  the  suggested  activity  was  used,  and 
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if  SO,  how  often  (data  obtained  from  conferences  with  worker  con- 
cerning week's  activities);  (2)  records  of  the  individual  children 
brought  to  the  consultant's  attention  and  notes  of  ways  suggested 
to  the  worker  of  dealing  with  each  child  and  follow-up  notes  as  to 
how  worker  carried  out  suggestions;  (3)  the  number  of  parent  con- 
ferences workers  had  and  whether  or  not  the  consultant  was  pres- 
ent; (4)  record  of  referrals  for  evaluation  and  number  of  follow- 
throughs  and  a  record  of  which  facility  handled  the  referral;  and 
(5)  the  number  of  evaluated  children  maintained  in  the  center  and 
the  number  referred  to  treatment  programs  and  diagnoses. 

Evaluations  of  the  impact  of  the  program  at  the  center  level 
will  be  based  on  such  indices  as  (a)  the  number  of  centers  up- 
graded through  the  program  to  Level  II  certification  by  the  Depart- 
ment of  Social  Services,  (b)  the  number  of  participating  centers 
and  their  boards  requesting  continued  service  for  the  following 
year,  and  (c)  the  number  of  other  centers  requesting  service. 

More  generally,  the  impact  of  the  program  should  be  apparent 
eventually  in  the  decrease  in  mental  health  problems  and  edu- 
cational problems  in  the  population  of  children  served.  Through 
the  consultation  program,  day  care  centers  should  become  more 
attuned  to  the  needs  of  children  and  be  better  able  to  meet  these 
needs.  A  greater  number  of  children  should  be  identified  earlier 
as  needing  specialized,  remedial  services.  Records  of  referrals  will 
be  kept  and  follow-up  information  from  the  public  and  private 
schools  in  the  area  will  be  gathered  in  subsequent  years  to  docu- 
ment the  improvement  in  comprehensive  care  for  children. 
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If  we  disregard  the  perennial  and  inescapable  joke  about  taxes, 
then  there  are  only  two  events  in  an  individual's  life  which  are 
indisputably  certain — one  past,  one  future:  I  have  been  born  and 
I  shall  die.  Everything  else  between  these  two  existential  milestones 
is  uncertain. 

It  is  no  wonder  that  each  individual  attempts  to  make  life 
between  these  two  occurrences  as  predictable  as  possible.  Attempt- 
ing to  stabilize  the  future  by  rituals  of  all  sorts,  he  seeks  to  reduce 
his  anxiety  about  it.  Varying  with  the  confidence  he  has  in  himself 
and  in  others,  such  rituals  may  be  vows,  hopeful  or  resigned  sur- 
render to  a  "higher  power,"  bargains,  covenants,  obligations  or 
contracts. 

All  of  these  measures  imply  that  one  knows  what  he  wants — 
what  he  is  in  want  of — he  knows  the  extent  of  his  knowledge  and 
of  his  ignorance,  what  he  can  reasonably  expect  to  accomplish  on 
his  own  and  with  the  help  of  others,  or  against  the  opposition  of 
those  who  are  not  his  friends.  Assuming  obligations  under  these 
rituals  implies  also  that  one  knows  what  he  owns  and  what  his 
property  is  worth,  and  that  he  is  familiar  with  the  prevailing 
methods  of  buying  and  selling.  One  must  have  learned  that  "acts 
have  consequences,"  that  "consequences  occur  only  through  acts," 
and  that  long-range  goals  presuppose  long-range  planning.  One 
must  know  that  resources  of  every  kind  are  not  boundless,  and  that 
he  is  surrounded  by  other  individuals  with  similar  central  nervous 
systems  who  have  wants  and  goals  similar  to  his.  In  short,  he  must 
know  that  each  individual  from  the  cradle  to  the  grave  is  in  com- 
petition with  him.  To  know  all  this  and  to  be  ready  to  compete  in 
the  marketplace,  with  satisfaction  to  oneself  and  to  others,  is 
probably  as  good  a  definition  of  competence  as  any  other. 

When  a  human  is  born  his  competences  are  few.  They  are 
restricted  to  autonomic  functions,  which  do  not  even  include  the 
ability  to  regulate  body  temperature.  Gradually,  from  infancy  to 
biological  maturity,  more  and  more  faculties  are  added,  either  spon- 
taneously or  by  careful  nurture.  At  one  point,  set  more  or  less 
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arbitrarily   by  each   society,    physical,   emotional   and    intellectual 
competence  is  granted  to  the  individual. 

In  our  society  the  tradition  has  been  to  set  this  "coming  of 
age"  at  twenty-one.  Only  recently  it  has  been  changed  to  18  years. 
There  are  many  exceptions.  Different  religious  faiths  accord  com- 
petence to  participate  actively  in  worship  and  administration  at 
different  ages.  Until  the  15th  Amendment  was  enacted  in  1870,  the 
Constitution  of  our  country  thought  competence  to  participate  in 
government  depended  upon  race,  color,  and  previous  slavery.  Until 
the  19th  Amendment  was  enacted  in  1920,  no  female  was  com- 
petent to  vote  or  hold  elected  office.  At  the  present  time,  nobody 
is  regarded  as  competent  to  be  a  member  of  the  Congress  until  he 
is  25,  nor  a  senator  until  he  is  30.  An  individual  born  in  a  foreign 
country,  regardless  of  age  and  experience,  is  not  competent  to  hold 
these  positions  until  he  has  been  a  citizen  for  7  or  9  years,  respec- 
tively. In  many  professions  the  person  has  to  prove  his  competence 
to  practice  his  craft  by  submitting  to,  and  passing,  an  examination 
by  his  peers. 

Many  Facets  of  Competence 

These  examples  have  been  cited  to  point  out  that  competence 
is  not  a  monolithic  quality.  It  has  many  facets  and  many  its  and 
buts.  Nevertheless,  custom  decrees  that  the  general  competence 
of  an  individual  who  has  reached  the  age  of  definition  is  assumed 
to  exist  from  then  on  until  revoked  by  due  process  of  law.  In  fact, 
just  to  cast  doubt  upon  a  person's  competence  ("He  does  not 
know  what  he  is  talking  about"  or  "I  wonder  whether  she  has  any 
idea  what  she  is  doing"),  may  be  regarded  as  an  insult.  It  may 
expose  the  challenger  to  be  sued  for  libel,  at  which  time  he  will 
have  to  produce  evidence  for  his  contention.  This  is  analogous  to 
criminal  procedure  where  an  accused  is  presumed  to  be  "not  guilty" 
until  declared  "guilty"  by  a  jury  acting  under  the  weight  of  evidence. 

When  competence  is  questioned,  the  psychiatrist  is  frequently 
called  upon  to  provide  expert  knowledge.  He  will  be  expected  to 
make  an  examination,  to  report  what  he  found,  and  to  interpret  his 
findings  in  non-technical  terms.  He  will  have  to  give  testimony 
under  oath,  and  is  subject  to  cross-examination.  His  findings  of 
fact  and  his  opinion  will  provide  an  important  part,  but  not  more 
than  a  part,  of  the  evidence  on  which  jury  or  judge  will  base  the 
decision. 

Before  consenting  to  participate  in  such  a  trial,  the  psychiatrist 
should  have  a  conference  with  the  party  requesting  his  services, 
preferably  a  lawyer.  First  of  all,  he  will  want  to  know  the  specific 
area  in  which  competence  is  being  challenged. 
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Most  frequently,  action  to  declare  a  person  incompetent  is 
initiated  by  members  of  an  individual's  own  family,  who  consider 
him  no  longer  capable  of  managing  his  affairs.  They  indicate  that 
he  lost  his  ability  to  compete  because  of  behavior  conspicuously 
in  contrast  with  his  former  views  and  actions.  They  attribute  it  to 
his  advanced  age,  to  chronic  mental  disease,  brain  injury,  alcohol- 
ism, or  to  other  intrinsic  or  extrinsic  influences. 

Other  cases  concern  unfortunate  suffering  from  episodic  mental 
disease.  During  their  illness  these  individuals  often  spend  money 
with  an  abandon  which,  when  recovered,  they  themselves  reject 
and  regret.  Or  they  refuse  to  release  money  under  their  control  for 
expenditures  necessary  for  the  conduct  of  their  business  or  the 
maintenance  of  their  family  because  of  delusions  of  impoverish- 
ment or  of  persecution,  or  because  of  insurmountable  indecisive- 
ness. 

Then  there  is  the  person  who  has  been  declared  incompetent 
in  the  past  and  had  a  guardian  appointed  for  him  who  now  claims 
that  his  competence  has  returned,  and  wishes  to  have  it  restored 
by  law. 

Last,  but  by  no  means  least,  a  last  will  and  testament  is  con- 
tested. Here  the  dissatisfied  party  insists  that  the  deceased  was  not 
competent  to  make  rational  decisions  at  the  time  the  document 
was  executed. 

After  having  been  informed  about  the  matter  in  controversy, 
the  psychiatrist  will  also  ask  for  the  reasons  which  prevented  a 
private,  out-of-court  agreement,  for  example,  establishment  of  a 
trust  fund,  or  execution  of  a  power  of  attorney.  The  psychiatrist 
must  remain  aware  that  he  is  asked  to  step  in  in  the  middle  of  a 
fight,  and  that  the  facts  presented  to  him  may  be  incomplete  or 
distorted,  be  it  in  good  faith  or  intentionally. 

Once  the  psychiatrist  accepts  the  charge,  his  exploration  will 
essentially  follow  a  well  established  pattern.  He  assembles  a  his- 
tory from  many  sources  of  information  and  determines  by  direct 
examination  the  mental  status  of  the  proband.  Under  these  circum- 
stances the  term  "proband"  is  a  better  one  than  "patient." 

Gathering  the  History 

In  the  history  the  psychiatrist  inquires  in  detail  about  definitive 
behavioral  changes.  Has  the  proband  shown  unusual  irritability; 
emotional  lability  in  the  form  of  unprovoked  crying  spells,  or  of 
sudden,  unexplainable  or  unnecessarily  violent  outbursts  of  anger; 
agitation,  especially  at  night;  flagrant  examples  of  loss  of  memory 
with  or  without  confabulation;  disorientation;  or  obviously  absurd 
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but  nonetheless  sustained  suspicion  towards  family  members  and 
close  friends? 

When  gathering  the  history  the  psychiatrist  must  remember 
that  in  the  adversary  atmosphere  of  the  courtroom  the  history  which 
he  has  gathered  will  be  regarded  as  "hearsay."  It  will  be  admitted 
in  evidence  only  if  the  original  informants  are  willing  to  testify  to 
it  separately.  For  this  reason  it  is  necessary  that  the  psychiatrist 
instruct  the  informant  that  he  might  be  called  upon  to  repeat  his 
statements  in  open  court  and  in  the  presence  of  the  proband.  The 
informant  often  has  to  be  helped  to  overcome  the  reluctance  he 
might  have  by  explaining  to  him  that  the  examination  of  the  com- 
petence of  the  proband  is  in  the  interest  of  the  proband's  welfare, 
and  that  withholding  information  might  expose  the  proband  to 
forces  which  he  can  no  longer  control. 

In  the  mental  status  examination  of  the  proband  the  psychi- 
atrist will  direct  his  inquiry  into  determining  whether  the  proband 
knows  about  the  nature  of  his  property.  Of  what  does  it  consist, 
e.g.  bank  accounts,  real  estate,  stocks,  furniture,  cars?  Where  are 
his  possessions  located?  What  is  their  value?  To  what  extent  is  the 
property  encumbered  by  debts  or  by  taxes?  What  does  the  proband 
plan  to  do  with  his  properties?  Who  might  be  trusted  to  help  him 
with  management?  Has  he  made  any  provisions  for  the  disposal 
of  his  assets  in  case  of  incapacitation  or  death? 

After  the  psychiatric  examination  is  completed,  the  psychi- 
atrist must  be  prepared  to  give  answers  to  the  following  questions, 
possibly  testifying  under  oath: 

Does  the  subject  suffer  from  a  psychiatric  disorder?  If  so,  what 
is  it?  Specifically,  does  the  proband  show  evidence  of  structural 
damage  of  his  brain  demonstrable  by  accepted  laboratory  methods? 

What  are  the  manifestations  of  the  disorder?  Specifically,  has 
the  disorder  affected  the  proband's  ability  to  signify  his  wishes? 
If  so,  to  what  extent?  Is  he  oriented?  Is  his  memory  impaired,  i.e., 
can  he  gather  information,  retain  it,  and  recall  it?  Has  the  disorder 
produced  delusions  (false  beliefs),  which  are  obviously  in  contra- 
diction to  reality?  What  are  the  delusions  (persecution,  "grandeur," 
self-accusation  and  self-depreciation,  impoverishment)?  Are  the  de- 
lusions socially  unacceptable  and  do  they  expose  the  proband  to 
ridicule  and  scorn  by  his  peers?  Has  he  acted  as  if  the  delusions 
were  real,  or  has  he  only  talked  about  them?  Is  the  proband  halluci- 
nating? If  so,  does  he  hear  voices  which  tell  him  what  to  do,  and 
is  he  prone  to  act  upon  the  suggestion  of  the  hallucinations,  even 
if  this  is  clearly  against  his  interests? 
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Is  the  disorder  permanent  or  temporary?  If  irreversible,  what 
is  the  basis  for  this  opinion?  If  the  disorder  is  reversible,  what  is 
the  likelihood  that  it  will  reoccur,  how  soon  and  how  often? 

Does  the  proband  know  the  extent  of  his  property,  its  location, 
its  market  value?  Does  he  know  his  obligations  and  what  are  his 
plans  to  meet  them?  Has  he  shown  consideration  for  his  depen- 
dents? What  are  his  plans  for  the  future?  Is  he  willing  to  discuss 
alternatives? 

From  this  short  tabulation  it  is  evident  that  in  order  to  prove 
the  loss  of  competence,  the  distinct  existence  of  intellectual  and 
emotional  crippling  resulting  in  loss  of  describable  impairment  of 
judgment  must  be  determined.  The  presence  of  mental  disease 
alone,  even  if  it  led  to  commitment  because  the  patient  was  in- 
capable of  recognizing  that  he  is  sick  and  in  need  of  treatment, 
does  not  render  a  proband  incompetent  in  itself.  Many  even  severely 
psychotic  people  know  quite  well  when  to  refrain  from  doing  busi- 
ness, or  are  quite  capable  of  transacting  even  complicated  business 
to  their  own  advantage.  Mere  absence  of  skills  in  gathering  and  re- 
taining information,  unwillingness  to  learn  from  past  mistakes  and 
failures,  reckless  adventuring,  stubbornness,  low  resistance  to  per- 
suasion— in  short,  lack  of  prudence  and  of  wisdom,  or  expressed 
negatively  and  quite  bluntly,  just  plain  stupidity — do  not  qualify  as 
a  basis  for  revocation  of  competence.  The  fact  that  a  person  has 
always  been  a  spendthrift  and  has  now  wasted  his  goods  to  the 
point  that  he  will  soon  be  financially  destitute  and  a  burden  upon 
others  unless  prevented  from  further  dissipation,  does  not  render 
him  incompetent.  By  the  same  token,  the  alcoholic  frequently  mis- 
manages his  affairs  and  squanders  his  assets  while  drunk.  Sober 
again  and  shaken  by  self-reproach,  he  might  evoke  commiseration 
but  he  cannot  be  offered  protection  under  the  psychiatric  umbrella. 
Neither  the  law  nor  psychiatry  aspire  to  be  nursemaids. 

In  this  setting  it  is  often  difficult  to  evaluate  the  competence 
of  a  person  with  mental  deficiency.  To  lose  competence  the  intel- 
lectual crippling  has  to  be  so  severe  that  the  proband  is  unable  to 
grasp  the  nature  and  consequences  of  his  acts,  so  severe  that  he 
is  unable  to  learn  how  to  manage  his  property  and,  like  a  child,  is 
unable  to  evade  clearly  visible  exploitation. 

Problem  Patients 

Patients  suffering  from  episodically  recurring  psychosis,  par- 
ticularly from  the  manic  phase  of  manic-depressive  illness,  pose 
a  special  and  ticklish  problem.  While  sick,  the  patient's  judgment 
is  so  impaired  that  he  will  take  on  obligations  which  he  cannot 
fulfill  without  serious  loss,  and  nobody  is  able  to  dissuade  him. 
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When  in  remission  he  is  "normal"  in  every  respect,  productive,  and 
well  capable  of  managing  his  affairs.  It  is  entirely  natural  for  him, 
his  family  and  business  associates  to  consult  a  psychiatrist  in  quest 
of  a  method  to  prevent  similar  occurrences  during  future  relapses. 
Revocation  of  competence  and  appointment  of  a  guardian  are  not 
possible.  However,  in  three  such  cases  I  have  been  able  to  persuade 
the  patient,  while  in  remission,  to  allow  bankers  and  lawyers  of  his 
own  choice  to  devise  an  irrevocable  instrument  to  automatically 
provide  for  management  of  his  affairs  by  means  of  trust  at  the 
time  of  sickness  and  which  will  become  inactive  at  the  time  of 
remission. 

At  times  the  psychiatrist  is  asked  to  help  an  individual  have 
his  competence  restored.  In  this  event  the  psychiatrist  will  have  to 
determine  that  the  disorder  which  led  to  the  revocation  of  compe- 
tence has  now  disappeared  or  has  subsided  sufficiently,  and  that 
it  no  longer  interferes  with  provident  judgment. 

Finally,  the  psychiatrist  may  be  called  in  to  determine  whether 
a  person  now  deceased  was  competent  when  he  made  his  last  will, 
particularly  if  he  did  so  without  legal  assistance.  Since  the  proband 
is  beyond  direct  examination,  the  psychiatrist  can  help  only  if 
records  which  have  been  made  prior  to  the  testator's  death  are 
provided  him.  Unfortunately,  such  records  only  rarely  give  a  clear 
picture  of  the  testator's  mental  capacity  during  the  period  of  time 
in  which  the  will  was  conceived  and  written  down.  Usually,  the 
reports  indicate  only  such  data  as  the  proband  was  weak,  had 
fever  and  pain,  slept  a  great  deal,  refused  to  eat,  lost  weight  and 
so  forth.  However,  specific  comments  about  memory,  orientation, 
knowledge  of  his  assets  and  liabilities,  recognition  of  relatives  and 
friends,  and  feelings  toward  them,  are  lacking.  There  is  the  ever 
present  possibility  of  another  complication.  The  records  may  show 
the  proband  was  deprived  of  intellectual  grasp  and  of  prudent 
judgment,  yet  under  the  impact  of  emotion  when  facing  death  and 
the  necessity  of  making  his  last  will,  he  may  have  experienced  a 
lucid  interval,  which  made  him  temporarily  completely  competent. 
Under  these  circumstances  it  is  by  common  sense  that  a  decision 
must  be  reached,  and  the  psychiatrist  will  have  to  profess  that  he 
cannot  lay  claim  to  superior  common  sense  and  that  he  has  no 
special  knowledge  to  contribute. 

In  contrast  to  an  appearance  as  a  psychiatric  expert  in  a 
criminal  trial,  particularly  one  in  which  the  accusation  is  murder 
and  murder  of  a  prominent  person  to  boot,  the  role  of  a  psychiatric 
expert  witness  in  civil  court,  in  which  competency  is  the  matter  in 
controversy,  is  not  a  glamorous  undertaking.  However,  it  allows  the 
psychiatrist  to  be  a  witness  who  supplies  or  interprets  bits  of  evi- 
dence. In  the  criminal  case  the  techniques  of  the  prosecutor  and 
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of  the  defense  counsel,  as  well  as  the  psychiatrist's  own  biases 
about  morals  and  retribution,  tend  to  seduce  him  away  from  the 
role  of  the  witness  into  the  role  of  a  partisan.  That  danger  is  much 
smaller  in  civil  court.       '*" 
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This  study  was  undertaken  in  the  summer  of  1966  in  connec- 
tion with  a  previous  one'  in  which  the  stress  scale  was  used  on  a 
sample  of  the  patients  of  public  health  nurses  in  the  state  to  assess 
the  extent  of  the  mental  health  problem  in  that  group.  Since  the 
scale  had  not  been  used  previously  in  this  part  of  North  America, 
it  seemed  desirable  to  try  it  also  on  a  criterion  "sick"  group  as  a 
partial  standardization.  Although  it  could  have  been  used  on  the 
patients  in  a  conveniently  located  private  psychiatric  clinic,  their 
demographic  characteristics  would  have  been  quite  different  from 
those  of  the  nurses'  patients,  and  the  numbers  would  have  been 
quite  limited.  It  was  decided,  therefore,  to  request  permission  to 
try  it  on  a  sample  of  the  patients  in  North  Carolina's  four  state 
mental  hospitals — John  Umstead,  Dorothea  Dix,  Cherry,  and 
Broughton. 

From  what  we  knew  already  of  the  characteristics  of  the  nurses' 
patients  and  from  former  experiences  in  state  hospitals,  we  had 
some  reservations  as  to  the  usefulness  of  most  of  the  chronically 
hospitalized  mental  patients  as  a  comparison  group.  We  expected, 
for  example,  that  a  number  of  patients  would  be  inaccessible  for 
interviewing.  Those  who  had  been  hospitalized  for  many  years 
might  be  too  much  out  of  contact  with  "outsiders"  to  respond  to 
questions  asked;  others  would  be  deteriorated  or  heavily  sedated 
and  might  not  comprehend  what  was  wanted.  Still  others  in  a 
random  sample,  such  as  the  senile  and  mentally  defective  patients, 
would  not  make  satisfactory  respondents  in  or  out  of  the  hospital, 
but  would  occur  in  higher  concentration  in  a  hospital  than  in  a 
community  sample. 

Further,  we  had  a  suspicion  that  a  "stress  scale"  might  lose 
its  significance  in  a  setting  where  the  majority  of  subjects  were 
hospitalized  for  very  serious  mental  conditions  such  as  psychosis, 
even  though  we  had  found  it  useful  in  assessing  the  stress  level 
of  public  health  nurses'  patients  who  were  "normal"  enough  to 
remain  at  home.  There  seemed,  a  priori,  some  qualitative  as  well 
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as  quantitative  difference  between  people  in  a  mental  hospital  and 
people  at  large  in  the  world  which  might  make  the  "stress  scale" 
quite  useless  with  many  chronic,  hospitalized  patients.  Even  so, 
we  anticipated  that  a  certain  number  of  patients  in  state  hospitals 
would  be  much  like  the  nurses'  charges  except  for  the  greater 
intensity  of  their  reaction  which  had  made  their  hospitalization 
necessary.  This  group,  we  supposed,  would  include  psychoneurotic 
patients  who  perhaps  could  have  been  kept  out  of  the  hospital  if 
they  had  had  money  to  purchase  the  services  of  a  psychiatrist. 

The  "stress  scale"  (which  we  shall  hereafter  call  the  HOS  for 
"health  opinion  survey")  comprises  a  set  of  20  questions  from  such 
sources  as  the  Army's  Neuropsychiatric  Screening  Adjunct,  the 
Cornell  Medical  Index,  and  a  number  of  others,  mostly  aimed  at 
detecting  physiologic  reactions  to  the  stresses  of  life.-  The  20 
questions  have  standard  answers  (yes/no,  or  often/sometimes/ 
never)  which  can  be  scored.  The  "healthiest"  score  is  20,  the 
"sickest"  is  60.  A  score  up  to  30  seems  usually  to  be  within  normal 
limits,  while  a  score  of  40  or  above  can  be  regarded  as  quite  prob- 
ably indicative  of  an  unhealthy  reactivity.* 

On  the  statistical  advice  that  we  needed  approximately  400 
hospital  cases,  we  allotted  this  number  among  the  four  state  mental 
hospitals  in  proportion  to  their  patient  censuses  and  drew  a  random 
sample.  When  we  found  that  a  selected  patient  had  died  or  been 
transferred,  we  replaced  him  by  drawing  another  patient  at  random. 
On  the  other  hand,  if  the  patient  were  missing  because  he  had 
been  discharged  or  sent  out  on  probation,  he  was  replaced  by  a 
recently  admitted  patient  selected  by  random  means,  in  an  effort 
to  get  a  good  representative  of  acute  conditions. 

Sample  Selected 

The  sample  thus  selected  included  397  patients,  51%  male, 
49%  female,  72%  white,  28%  Negro.  Interviewing  was  done  by,  or 
under  the  supervision  of,  three  UNC  graduate  students.-'  Data  re- 
garding demographic  details,  diagnosis,  length  of  hospitalization 
and  treatment  were  taken  from  hospital  records.  As  anticipated, 
not  all  patients  would  respond  satisfactorily  to  the  questions,  but 
the  number  (63  or  16%)  was  less  than  we  had  feared.  In  the  tables 
that  follow,  the  entire  sample  is  included  where  demographic  vari- 
ables are  shown,  but  the  63  non-responders  and  21  others  whose 
records  were  unsatisfactory  are  omitted  from  figures  concerned 
with  the  HOS  scores. 


*Based  on  later  work,  it  now  seems  that  20-29  is  "within  the  normal  range," 
30-34  is  "doubtful"  and  35  or  more  can  be  thought  of  as  "definitely  sympto- 
matic." 
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Table  1  presents  the  demographic  characteristics  of  hospital- 
ized patients  compared  with  those  of  the  public  health  nurses' 
patients.  The  1960  North  Carolina  census  figures  are  also  shown 
for  some  items.  It  is  clear  that  the  hospitalized  patients  have  about 
the  same  race  and  sex  proportions  as  the  1960  census,  while  the 
nurses'  patients  include  a  much  higher  proportion  of  Negroes  and 
of  women.  With  regard  to  age,  the  hospital  group  is  considerably 
older — 61%  aged  45  years  or  older,  whereas  the  nurses'  group  has 
only  40%  in  this  age  bracket. 

Table  1 

Demographic  Characteristics  of  the  Two  Adult  Patient  Samples 

Percents 


Public  Health    Mental  Hospital 
Nurses'  Patients         Patients 
(N=525)  {N=397) 


White/ Negro  % 

Male/ Female  % 

Years  of  Age  % 

25 

25-44 

45-64 

65+ 


Income 

Under  $3000 
$3-5000 
$5000+ 
Unknown** 

Education 
0-3    years 
4-8       " 
9-12     " 
12  years  + 
Unknown 

Marital  status 
Single 
Married 
Widowed 
Sep/ Divorced 
Unknown 


58/42 

72/28 

14/86 

51/49 

14.3 

10.3 

43.5 

27.7 

26.6 

41.3 

13.5 

20.7 

97.9* 

100.0 

69. 

40. 

19. 

17. 

7. 

10. 

4. 

33. 

9. 

12. 

46. 

40. 

42. 

35. 

3. 

6. 

— 

7. 

13.3 

43.3 

67.0 

31.4 

11.0 

8.9 

8.2 

14.4 

0.5 

1.8 

Census 
196  N.C. 


75/25 


48. 


'^Balance  "unknown." 
^*Probably  no  income. 
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The  hospital  group  appears  to  be  better  off  financially.  Con- 
sidering the  large  percent  "unknown,"  however,  it  might  be  that 
the  under  $3000  level  would  be  increased  if  facts  had  been  avail- 
able. The  other  two  income  levels  are  quite  comparable.  The  degree 
of  schooling  in  the  two  groups  is  roughly  the  same.  The  somewhat 
larger  percent  at  the  lowest  educational  level  in  the  hospital  group 
may  be  related  to  the  greater  age  of  that  group,  since  a  trend 
towards  higher  education  over  the  years,  reflected  in  more  school- 
ing for  younger  people,  has  often  been  noted  in  population  surveys.^ 
Marital  status  shows  a  number  of  contrasts  between  the  two  groups: 
the  hospital  group  contains  more  single  than  married  people,  and 
a  rather  high  percentage  of  divorced  or  separated.  Of  the  nurses' 
patients,  on  the  other  hand,  two-thirds  are  married;  13  and  11%, 
respectively,  are  single  or  widowed;  and  less  than  10%  are  sepa- 
rated or  divorced. 

Turning  next  to  the  findings  regarding  the  HOS  score,  Table  2 
presents  a  number  of  surprises — surprises,  that  is,  if  one  assumes 
that  people  in  the  hospital  are  necessarily  "sicker"  than  people  on 
the  outside  and  that  a  test  for  "stress"  is  the  same  as  a  test  for 
"sickness."  Hospital  patients  have  a  mean  score  about  2  points 
lower  than  the  nurses'  patients.  Equally  interesting  is  the  evidence 
that  the  scores  of  patients  who  have  been  in  the  hospital  not  more 
than  6  months  average  a  little  higher  than  the  nurses'  patients, 
and  much  higher  than  long-hospitalized  patients. 

One  of  the  outstanding  features  of  the  hospital  group  is  the 
muted  character  of  their  HOS  scores — nothing  seems  to  make 
much  difference,  so  far  as  demographic  variables  are  concerned, 
except  to  be  a  Negro  male  or  a  recent  admission.  By  contrast,  the 
nurses'  patients  show  numerous  shifts  in  score  with  these  same 
variables:  whites  score  higher  than  Negroes,  men  score  higher 
than  women,  the  score  rises  gradually  with  age  and  falls  with 
improving  economic  status.  Education  shows  the  same  correlations 
for  Negroes  in  or  out  of  the  hospital — a  drop  in  score  with  increas- 
ing education,  followed  by  a  rise  with  college.  Whites  in  the  hos- 
pital show  a  gradual  rise  in  score  with  increasing  education,  but 
the  opposite  trend  prevails  in  the  nurses'  group. 

In  summary,  our  two  samples  are  rather  diverse.  The  hospital 
group  has  a  higher  percent  white,  male,  45  years  or  older,  of  un- 
known income,  single  or  divorced,  than  the  nurses'  patients.  Re- 
sponses to  the  stress  instrument  also  differs  considerably:  a  larger 
number  of  elevated  mean  scores  are  seen  among  the  nurses' 
patients  than  in  the  hospital  group,  and  trends  and  differences  are 
marked  in  the  nurses'  patients. 

Before  concluding  that  the  hospital  group  can  or  cannot  be 
used  as  an  upper  limit  for  the  nurses'  patients,   let  us  examine 
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Table  2 
Mean  Stress  Scores  of  the  Two  Patient  Groups  Compared 


Mean  score,  whole  group 
By  race  and  sex 
White 
Male 
Female 
Black 
Male 
Female 

By  age 

Less  than  25  years 
25-44  years 
45-64  years 
65  years  or  over 

By  income 

Less  than  $3000 
$3-5000 

$5000  or  more 
Unknown 

By  education 
0-3  grades 
4-8     " 
9-12    " 

More  than  12 
Unknown 

By  length  of  hospitalization 

Up  to  6  months 34.0 

2  years  or  more 29.7 

some  other  characteristics  of  the  hospitalized  patients.  Table  3 
presents  mean  HOS  scores  by  diagnosis  and  by  length  of  stay, 
indicating  in  addition  the  percent  for  each  of  these  groups.  Since 
no  attempt  was  made  to  secure  any  kind  of  diagnosis  for  the 
nurses'  patients,  we  will  be  limited  in  this  discussion  to  hospital 
patients.  It  is  clear  that  the  sample  contains  a  smaller  proportion 
than  the  total  hospital  population  of  Brain  Syndrome  and  Mental 
Deficiency;  and  an  equal  or  larger  proportion  of  all  other  diagnostic 
categories.  The  difference  is  probably  attributable  to  our  method 


Public 

Health 

Mental 

Nurses' 

Hospital 

Patients 

Patients 

33.3 

31.2 

35.3 

31.8 

36.6 

31.8 

34.0 

31.8 

32.7 

31.2 

34.7 

27.8 

30.7 

34.8 

30.3 

32.0 

31.7 

31.9 

35.8 

31.4 

■• 

36.4 

31.6 

33.8 

31.9 

32.5 

31.2 

32.0 

30.5 

33.5 

30.7 

White 

Negro 

White 

Negro 

38.1 

35.0 

30.9 

32.5 

35.9 

31.3 

31.5 

31.0 

32.3 

28.6 

31.6 

28.6 

30.1 

39.0 

32.3 

35.0(1) 

38.6 

37.0 

26.9 

31.1 
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of  making  substitutions  for  patients,  in  the  sample  originally  drawn, 
who  were  not  available  for  interview. 

The  size  of  the  HOS  score  does  not  at  all  correspond  to  the 
usual  notion  of  the  seriousness  of  the  diagnosed  condition — for 
example,  the  highest  mean  score  is  associated  with  Alcoholic,  then 
in  decreasing  order,  with  Sociopathic,  Personality  Disorder,  No 
Mental  Disorder,  Other  Psychosis,  Undiagnosed,  Psychoneurotic. 
The  lowest  mean  scores  go  to  Brain  Syndrome,  Depressive  and 
Schizophrenic  Psychosis,  and  Mental  Deficiency.  In  some  cases, 
the  difiference  in  score  between  categories  is  minute. 

It  must  be  noted  here  that  no  effort  was  made  to  verify  diag- 
noses. The  designation  on  the  record,  or  the  designation  supplied 
on  request  by  the  attending  physician,  was  accepted  as  the  staff's 
best  thinking  about  the  person.  This  is  admittedly,  a  shaky  point 
as  the  variation  between  hospitals  in  the  number  of  categories 
used  attests — 4  for  one  hospital,  12  for  another,  and  the  other  two, 
8  and   9  categories,    respectively.   While    it   is    possible   that  the 

Table  3 
Mean  HOS  Scores  of  Mental  Hospital  Patients 


A. 


%  of 

%  in  total 

HOS 

sample 

hospital 

Score 

(N=313) 

population 

By  Diagnosis 

Brain  syndrome 

32.3 

18.6 

28.8 

Psychosis 

Depressive 

30.9 

5.0 

4.5 

Schizophrenic 

30.4 

50.5 

41.7 

Other 

33.2 

1.3 

2.3 

Psychoneurotic 

32.4 

5.0 

2.8 

Personality  disorder 

35.2 

2.3 

1.3 

Sociopathic 

38.0 

1.3 

0.4 

Alcoholic 

38.6 

'   '      5.0 

2.9 

Transient  disorder 

32.0 

0.3 

0.4 

Mental  deficiency 

30.3 

7.2 

10.7 

Undiagnosed 

32.8 

3.0 

3.2 

No  mental  disorder 

34.0 

0.5 

0.4 

By  length  of  stay 

Up  to  6  months 

34.0 

29.0 

7-24  months 

32.9 

11.6 

2-5  years 

31.1 

11.1 

Over  5  years 

29.3 

45.5 

Unknown 

28.0 

2.4 
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regions  served  by  the  four  hospitals  might  vary  to  this  extent,  it 
seems  rather  unlikely. 

Table  3  also  shows  the  percentages  of  various  lengths  of  stay. 
For  the  sample,  if  one  puts  the  cutting  point  between  those  staying 
up  to  or  more  than  2  years,  long-stay  patients  amount  to  56.6%  at 
least  (with  the  probable  addition  of  the  2.4%  Unknown),  while 
short-stay  patients  account  for  40.6%.  If  we  assume  that  the  un- 
knowns have  been  there  so  long  that  no  one  knows  when  they 
arrived,  it  can  be  seen  that  the  mean  HOS  score  drops  gradually 
with  time  in  the  hospital.  It  is  also  evident  that  by  far  the  largest 
percent  have  been  in  the  hospital  over  5  years,  with  up  to  6  months 
ranking  second.  Intermediate  lengths  of  stay  are  approximately 
equal,  and  together  are  slightly  less  than  the  short-stay  group. 

Table  4 
Diagnosis  by  Length  of  Stay— Percent* 

Diagnosis 

Brain  syndrome 
Psychosis  (all  types) 
Psychoneurotic 
Personality  disorder 

Sociopathic 

Alcoholic 
Transient  disorder 
Mental  deficiency 
Undiagnosed 
No  mental  disorder 


Up  to  6 
months 

2  years 
or  more 

17.9 

60.7 

18.5 

70.3 

52.6 

15.8 

66.6 
50.5 
89.4 

5^2 

100. 

9.6 

80.8 

78.5 

7.1 

100. 

Subsequently,  the  diagnoses  were  arranged  as  in  Table  4,  to 
show  the  percentage  of  each  category  that  were  short-stay  (up  to 
6  months)  and  long-stay  (2  years  or  more),  omitting  intermediate 
levels.  It  appears  that  a  large  majority  of  three  categories — Brain 
Syndrome,  Psychosis  and  Mental  Deficiency — are  long-stay,  while 
all  other  categories  show  a  preponderance  of  short-stay.  The  overlap 
of  the  two  lengths  of  stay  for  a  given  category  is  due  to  some 
extent  to  the  circumstance  that  the  sample  was  picked  at  random 
without  regard  to  how  long  the  patient  had  been  in  the  hospital. 
Thus,  some  of  the  long-stay  types  had  not  been  hospitalized  very 
long,  and  conversely  some  of  the  short-stay  types  had  actually  been 
in  the  hospital  for  2  years  or  more. 


*The  balance  unaccounted  for  comprises  those  staying  7  months  to  2  years 
and  Unknown. 
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From  this  it  appears  that  patients  diagnosed  Brain  Syndrome, 
Psychosis  or  Mental  Deficien'cy  in  the  North  Carolina  state  mental 
hospital  system  are  most  likely  to  be  acute  or  short-term  patients. 
The  264  "chronic"  patients  identified  in  this  way,  and  regardless 
of  how  long  they  had  actually  been  in  the  hospital,  had  a  mean 
HOS  score  of  30.4;  while  the  49  "acute"  patients,  identified  by  a 
similar  process,  had  a  mean  HOS  score  of  35.4,  even  if  those  hos- 
pitalized for  two  years  or  more  are  included.  Analysis  of  variance 
of  "chronic"  versus  "acute"  diagnoses  according  to  three  different 
lengths  of  stay  resulted  in  the  figures  seen  in  Table  5.  The  differ- 
ence between  lines  or  columns  does  not  reach  the  level  of  statis- 
tical significance,  but  appears  to  be  at  least  strongly  suggestive 
of  fundamental  differences  in  reaction  to  the  HOS. 

Table  5 
Analysis  of  Variance,  Type  of  Diagnosis  by  Length  of  Hospitalization 


Time  in 
Hospital 

Long-stay  type 
Mean 
HOS                 N 

Short-stay  type 

Mean 

HOS               N 

Up  to  6  months 

31.9               48 

36.6            35 

7  months  to  2  years 

33.2              31 

30.7              9 

Over  2  years 

29.5             185 

35.6              5 

Total  group 
S.D. 

30.4            264 
6.39 

35.4            49 
8.25 

Patients  included  in  the  two  columns  appear  to  react  in  different 
ways  to  the  passage  of  time:  the  "chronics"  show  a  higher  mean 
score  in  the  intermediate  stay  period  with  a  subsequent  drop  in 
score,  while  the  "acutes"  behave  in  the  opposite  way — a  drop  with 
subsequent  rise.  The  rather  large  standard  deviation  indicates  that 
there  is  considerable  within-group  variation. 

If  the  nurses'  patients  as  a  group  are  now  compared  to  the 
hospital  patients,  divided  into  "acute"  and  "chronic,"  the  compara- 
tive HOS  values  are  as  follows: 

Mean  HOS 
PHN  patients  33.3 

Hospital  "Acute"  patients  35.4 

Hospital  "Chronic"  patients  30.4 

Such  a  differentiation  seems  more  acceptable  than  the  com- 
parison of  the  non-hospitalized  group  with  the  whole  hospitalized 
group  as  noted  in  Tab^;2.  Here  the  non-hospitalized  patients 
appear  to  have  more  in  common  with  the  "acute"  hospital  patients  ^ 
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but  to  be  not  as  "sick,"  and  it  seems  quite  possible  that  if  diag- 
noses were  available  for  the  nurses'  patients,  few  of  them  would 
have  been  found  in  the  three  diagnostic  groups  comprising  the 
"chronic"  hospital  group,  although  there  are  no  data  to  support 
this,  as  has  been  mentioned. 

A  conclusion  that  seems  reasonable  is  that  there  are  two  main 
divisions  among  symptoms  that  are  generally  considered  to  be 
psychiatric:  on  the  one  hand,  the  kind  shown  by  people  living  at 
home  and  patients  who  spend  only  a  brief  time  in  a  mental  hospital 
(if  they  reach  one),  and  likewise  the  kind  measured  by  such  an 
instrument  as  the  HOS;  and  on  the  other  hand,  the  kind  shown  by 
patients  who  spend  years  in  a  mental  hospital  if  they  get  to  one. 
While  this  statement  sounds  altogether  too  imprecise  and  general, 
a  reference  to  the  questions  of  the  HOS  will  pin  it  down  consider- 
ably. These  questions  are  listed  in  Table  6  and  reflect  psycho- 
neurotic and  psychophysiologic  symptoms.  Such  symptoms  are 
increasingly  recognized  to  play  a  part  in  many  "more  serious"  or 
"more  severe"  illnesses,  both  physical  and  mental,  and  they  can 
also  occur  independently  in  various  combinations  and  constitute 
the  entire  illness  of  the  person,  contributing  to  varying  degrees  of 
impairment  of  functioning. 

Table  6 
The  20  Question  Health  Opinion  Survey  (HOS) 

1.  Do  you  have  any  physical  or  health  problems  at  the  present?* 

2.  Do  your  hands  tremble  enough  to  bother  you?** 

3.  Are  you  troubled  by  your  hands  and  feet  sweating  so  that  they 
feel  damp  and  clammy? 

4.  Are  you  bothered  by  your  heart  beating  hard? 

5.  Do  you  tend  to  feel  tired  in  the  morning? 

6.  Do  you  have  any  trouble  getting  to  sleep  or  staying  asleep? 

7.  How  often  are  you  bothered  by  having  an  upset  stomach? 

8.  Are  you  bothered  by  nightmares  (dreams  that  frighten  or  upset 
you)? 

9.  Are  you  troubled  by  "cold  sweats"? 

10.  Do  you  feel  that  you  are  bothered  by  all  sorts  (different  kinds) 
of  ailments  in  different  parts  of  your  body? 

11.  Do  you  smoke? 

12.  Do  you  have  loss  of  appetite? 


^Yes/No 

''*Often,  Sometimes,  Never,  for  questions  2  through  20. 
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13.  Does  ill  health  affect  the  amount  of  work  (or  housework)  that 
you  do? 

14.  Do  you  feel  weak  all  over? 

15.  Do  you  have  spells  of  dizziness? 

16.  Do  you  tend  to  lose  weight  when  you  worry? 

17.  Are  you  bothered  by  shortness  of  breath  when  you  are  not 
exerting  yourself? 

18.  Do  you  feel  healthy  enough  to  carry  out  the  things  that  you 
would  like  to  do? 

19.  Do  you  feel  in  good  spirits? 

20.  Do  you  sometimes  wonder  if  anything  is  worthwhile  anymore? 

The  presence  of  such  symptoms  in  elevated  amounts  may  well 
signify  that  the  person  is  reacting  in  an  active  fashion  to  his  situ- 
ation, (in  somewhat  the  same  way  as  fever  signifies  that  the  body 
is  reacting  to  a  physical  disturbance  such  as  invasion  by  bacteria), 
whether  the  "cause"  be  deprivation,  damaging  interpersonal  rela- 
tions, too  much  alcohol,  or  anything  else.  Perhaps  this  is,  in  fact, 
why  he  is  either  living  at  home  or  likely  to  stay  in  the  hospital  only 
briefly.  By  contrast,  those  who  do  not  score  high  on  the  HOS  may 
have  given  up  the  struggle,  or  may  be  too  deteriorated  (Brain  Syn- 
drome), or  may  not  have  sufficient  endowment  somehow  to  be  able 
to  react  (Mental  Deficiency).  There  is  also  the  possibility  that  they 
may  have  indulged  or  been  caught  in  different  types  of  reactions 
(Psychotic)  where  withdrawal  from  the  "real"  world  and  preoccu- 
pation with  a  substitute  world  protects  them  from  the  need  to 
engage  and  so  to  develop  the  HOS  types  of  symptoms. 

This  line  of  reasoning  does  not  pretend  to  be  all-inclusive,  nor 
to  propose  a  new  theory  of  psychiatric  disorder.  It  is  advanced, 
rather,  as  a  fairly  obvious  conclusion  from  the  study  reported  here 
and  the  one  which  preceded  it,  and  in  hopes  of  illuminating  to 
some  degree  the  problems  posed  repeatedly  by  various  investi- 
gators'' (mostly  non-psychiatric)  who  try  to  make  out  regularities 
from  the  complicated  way  in  which  troubled  people  show  that  they 
are  troubled.  As  usual,  further  investigation  needs  to  be  done.  At 
the  least,  it  would  be  helpful  to  determine  the  diagnosis  of  the 
nurses'  patients  or  a  similar  group;  and  it  would  be  equally  desir- 
able to  repeatedly  test  patients  admitted  to  the  hospital  to  see  if 
individual  scores  drop  with  length  of  stay,*  or  whether  the  ones 
who  are  going  to  stay  a  long  time  never  show  a  high  score  on  the 
instrument. 

It  might  turn  out  that  the  HOS  score  could  be  used  as  a  guide 
to  select  patients  for  vigorous  treatment  before  they   lose  their 


''Such  an  investigation  is  currently  underway. 
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capacity  to  react,  focusing  on  high  scoring  ones  because  they  have 
the  best  chance  of  discharge,  for  example.  It  might  be  possible  to 
show  that,  even  if  a  patient  has  symptoms  indicative  of  a  long-stay 
type  of  disorder  on  admission,  if  he  has  a  high  HOS  score,  also, 
that  he  has  a  better  chance  of  remission  than  a  similar  patient  with 
a  low  HOS  score. 

It  is  even  conceivable  that  some  such  instrument  as  the  HOS 
will  turn  out  to  be  more  useful  in  working  with  patients  than  the 
effort  to  categorize  them  (and  thus  "set"  professional  expectations) 
by  the  diagnostic  process  with  its  long  known  unreliability.  If  in- 
forming a  teacher  that  a  random  selection  of  her  pupils  is  sure  to 
show  a  significant  rise  in  IQ  during  the  year  sets  in  action  a  com- 
bination of  attitudes  and  activities  which  actually  brings  this  to 
pass  as  has  been  reported,''  it  seems  possible  that  the  labeling  of 
patients  arriving  in  a  psychiatric  hospital  may  be  equally  potent 
in  determining  their  future  course.  Quite  aside  from  the  difficulty 
of  achieving  consensus  among  a  hospital  staff  as  to  the  correct 
diagnosis,  the  consequences  of,  rightly  or  wrongly,  assigning  a 
diagnosis  which  connotes  long  stay,  poor  prognosis  and  little  hope, 
may  very  likely  have  a  profound  effect  on  the  attitudes  and  efforts 
of  the  entire  staff  towards  the  patient  so  that  the  prophecy  is  ful- 
filled. Where  the  diagnosis  is  controversial  and  a  short-stay  is 
espoused  by  some  and  a  long-stay  by  others,  the  argument  makes 
it  more  likely  that  the  short-stay  proponents  will  maintain  hopeful- 
ness that  the  patient  will  get  well  enough  to  leave  the  hospital. 

To  what  extent  the  use  of  an  instrument  such  as  the  HOS 
measures  reactivity,  either  instead  of  or  in  addition  to  conventional 
diagnosis,  would  really  pay  off  in  designating  patients  most  likely 
to  respond  to  vigorous  treatment,  needs  to  be  determined.  We  see 
it  as  a  possible  means  of  chaneling  the  services  of  scarce  profes- 
sionals towards  the  kinds  of  patients  who  will  benefit  most  from 
them. 
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Historically,  there  has  been  relatively  little  meaningful  inter- 
action between  child  mental  health  facilities  and  the  schools  of 
the  children  treated  at  these  facilities.  When  a  child  is  referred  to 
a  mental  health  clinic,  all  too  often  the  clinic  conceives  and 
initiates  a  treatment  plan  without  knowledge  of  the  level  at  which 
a  child  is  functioning  in  school.  Conversely,  the  school  often  then 
continues  to  work  with  the  child  without  the  benefit  of  the  knowl- 
edge gained  from  a  diagnostic  evaluation. 

There  are  many  reasons  for  the  lack  of  interaction  between 
schools  and  clinics.  Often,  educators  do  not  understand  what  a 
psychiatric  evaluation  is  and  how  it  might  be  helpful  to  them; 
and  on  the  other  hand,  psychiatrists  frequently  neither  value,  nor 
know  how  to  make  use  of,  information  received  from  the  schools. 
This  is,  in  part,  a  reflection  of  the  different  theoretical  orientations, 
and  also  of  the  different  languages  spoken  in  each  system.  For 
instance,  the  school  might  report  that  a  child  is  having  trouble 
during  seat  work  time,  and  the  clinic  would  really  not  know  how 
to  evaluate  this  information.  Or  the  clinic  might  report  that  a  child 
has  fragmented  ego  development — a  concept  for  the  teacher  which 
is  meaningless  at  best!  In  addition,  there  was  a  danger  that  mental 
health  consultants  would  be  seen  as  "experts" — a  perception 
which  would  make  work  difficult  for  both  teacher  and  mental  health 
worker  alike.  Also,  when  the  idea  was  considered,  the  issues  of 
ethics  and  confidentiality  were  raised.  Would  parents  object  to 
mental  health  workers  observing  their  children  in  school?  Would 
educators  object  to  sharing  information  with  the  clinic?  Would 
even  the  confidential  contents  of  cumulative  folders  be  made 
available  to  the  mental  health  worker? 


*The  authors  would  like  to  acknowledge  the  support  and  assistance  of  Dr. 
Thomas  M.  Halzlip,  director  of  our  program,  in  the  development  of  this  role 
and  this  paper.  It  is  as  a  result  of  his  vision  that  this  role  has  become  a  reality. 

**Mr.  Anderson  is  no  longer  with  the  Child  Psychiatry  Training  Program. 
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When  we  began  to  evolve  a  new  role  at  the  Child  Psychiatry 
Training  Program,  we  faced  all  of  these  issues  and  questions.  The 
first  step  was  a  decision  by  the  director  of  the  child  program  to 
include  a  new  professional  on  the  traditional  mental  health  team 
of  psychiatrist,  psychologist,  and  social  worker.  What  he  envisioned 
was  someone  who  could  live  and  work  in  both  the  world  of  the 
clinic  and  the  world  of  the  child's  school,  someone  who  was  com- 
fortable in  both  settings  and  had  a  thorough  knowledge  of  each. 
The  question  was  then  where  to  find  such  a  person.  The  decision 
was  made  to  find  someone  with  a  sound  psycho-educational  back- 
ground who  could  then  be  given  clinical  training.  A  solution  seemed 
to  be  to  hire  people  who  had  completed  graduate  work  at  the 
Master's  level  in  teaching  the  emotionally  disturbed,  school  psy- 
chology, or  some  related  program,  and  then  to  train  them  further 
in  the  clinic. 

Learning  Various  Roles 

The  first  year  of  this  training  was  largely  one  of  learning  the 
various  roles  at  the  Child  Psychiatry  Program.  Our  training  included 
didactic    seminars    about    child    development,    psychopathology, 
parent  and  child  therapy,  diagnostic  skills,  etc.   In   addition,  we 
began  doing  diagnostic  work  and  therapy  with  both  children  and 
parents.  We  received  close  supervision  on  these  cases  and  gradu- 
ally began  to  take  on  more  and  more.  It  was  felt  that  it  was  impor- 
tant that  the  liaison  teacher  act  in  all  of  the  roles  on  the  traditional 
mental  health  team  in  order  to  become  thoroughly  knowledgeablp 
about  each  of  these  roles.  However,  the  most  important  part  '  "■ 
this  training  period  was  that  we,  as  liaison  teachers,  were  makini 
school  visits  and  beginning  to  develop  a  consultative  style.  Out  c 
this  combination  of  an  academic,  psycho-educational  backgrour 
and  the  training  at  the  clinic  came  a  new  professional  who  filh 
a  new  role  in  the  clinic.  Essentially,  this  person  can  effect  a  liais* 
between  school  and  clinic — who  can  provide  input  from  the  scho 
into  the  clinic,  and  who  can  also  work  with  the  school  based  o 
knowledge  gained  both  in  the  school  and  at  the  clinic.  In  this  wa 
a  two-way  interchange  was  initiated. 

When  a  child  is  referred  to  the  clinic  for  evaluation,  his  parer, 
are  interviewed  first  by  a  parent  therapist.  If  it  is  decided  that  •' 
referral  is  an  appropriate  one,  the  child  and  parents  are  then  f     , 
for  several  diagnostic  interviews,  each  with  his  own  therapist.  At 
this   point  the  child   therapist   usually   requests   additional    infor- 
mation in  the  form  of  a   psychological  evaluation  and  a  school 
report.  After  the  referral  for  a  school  visit,  the  child  therapist  meets 
with  the  liaison  teacher  who  will  be  making  a  school  visit  to  discuss 
his  impressions  and  to  point  out  areas  in  which  the  liaison  teacher 
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might  be  particularly  interested.  This  is  an  important  meeting 
because  the  liaison  teacher's  concerns  are  different  for  different 
children,  based  on  the  concerns  of  the  therapists  and  on  our 
understanding  of  the  level  of  the  child's  functioning.  For  example, 
if  the  therapist  had  noticed  some  perceptual-motor  difficulties,  the 
liaison  teacher  would  be  interested  in  determining  whether  these 
affected  the  child's  performance  on  academic  tasks.  If  there  was 
a  concern  about  the  child's  impulse  control,  we  might  be  particu- 
larly interested  in  observing  him  during  physical  education  or  a 
free  play  period. 

Preparing  Parent  and  Child 

There  is  much  more  to  a  school  visit  than  just  walking  into  a 
classroom  and  observing  a  child.  We  begin  by  preparing  the  parent 
and  the  child.  The  first  step  is  to  explain  the  purpose  of  a  school 
visit  to  the  parents  and  to  have  them  sign  a  release  of  information 
form.  Then  we  prepare  the  child  for  the  visit.  At  first  we  were  con- 
cerned that  if  the  child  knew  he  was  going  to  be  observed  that  the 
liaison  teacher  would  see  atypical  behavior,  i.e.,  "a  perfect  child." 
However,  after  visiting  numerous  children  in  their  schools,  we 
decided  that  an  open  policy  which  fully  involved  the  child  in  his 
diagnostic  evaluation  was  the  best  policy.  After  this  decision  the 
child  therapist  routinely  discussed  with  the  child  the  possibility 
of  having  someone  work  with  his  school  in  order  to  learn  more 
about  ways  in  which  we  can  help  him.  Our  next  concern  was  that 
the  child  would  refuse  to  give  his  consent.  However,  this  has  never 
occurred  and,  in  fact,  many  children  look  forward  to  the  obser- 
vation and  greet  the  observer  with  great  pride  (e.g.,  "that  man  is 
not  here  to  see  you,  he  is  here  to  see  me.") 

After  preparing  the  child  the  next  step  is  to  actually  set  up 
the  school  visit  through  the  principal's  office.  Upon  arriving  at  the 
school  we  clarify  the  purpose  of  our  visit  for  the  principal  and  the 
child's  teachers  as  well.  After  they  identify  the  child  for  us  we 
begin  an  observation  which  continues  in  a  variety  of  settings  until 
we  have  seen  the  child  with  most  of  the  people  who  are  involved 
with  him.  Our  report  is  based  primarily  on  this  period  of  obser- 
vation and  on  interviews  with  school  personnel.  It  is  concerned 
primarily  with  the  child's  social,  cognitive,  emotional,  and 
perceptual-motor  development — as  well  as  any  specific  information 
regarding  diagnostic  questions  of  the  child  therapist.  Our  obser- 
vations usually  last  up  to  two  hours,  and  the  time  is  determined 
both  by  our  desire  to  see  the  child  in  several  settings  and  by  a 
desire  to  appear  to  the  teacher  as  someone  who  really  values  the 
importance  of  the  child's  behavior  in  school.  We  notice  such  things 
as  the  child's  physical  appearance,  his  prevailing  affect,  and  the 
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level  of  his  involvement  in  class  activities.  We  are  interested  in 
the  child's  activity  level,  his  attention  span,  and  his  ability  to  con- 
centrate on  academic  tasks.  In  the  realm  of  social  behavior,  we 
are  interested  in  his  peer  ^llftionships — i.e.,,  does  he  interact  with 
friends,  is  he  a  "loner,"  how  does  he  cope  with  group  pressure, 
and  is  he  excluded  or  involved  in  group  activities,  etc.  We  also  note 
the  quality  of  his  relationship  with  his  teacher.  Academically,  we 
are  concerned  about  both  his  performance  and  any  problem  areas. 
In  summary,  we  attempt  to  obtain  a  comprehensive  picture  of  the 
child  as  he  functions  in  the  classroom  with  particular  attention  to 
his  strengths  and  weaknesses.  Part  of  the  value  of  our  observation 
lies  in  the  fact  that  it  is  done  against  the  backdrop  of  the  child's 
regular  class. 

Then  we  talk  with  the  child's  teachers  and  find  out  whether 
the  day  observed  was  a  typical  one  for  the  child.  We  ask  the 
teachers  about  their  understanding  of  the  child,  his  strengths  and 
weaknesses,  and  their  concerns  about  him.  This  gives  us  an  oppor- 
tunity to  test  our  perceptions  of  the  child  against  the  teacher's — a 
person  who  has  known  and  worked  with  the  child  for  a  considerable 
period  of  time.  We  are  interested  not  only  in  getting  a  fuller  picture 
of  the  child,  but  also  a  picture  of  how  the  teacher  views  the  child 
and  what  her  concerns  are.  These,  and  her  strengths  and  weak- 
nesses, will  determine  to  a  large  extent  the  amount  of  intervention 
which  we  will  plan  for  the  classroom. 

Consultative  Style 

Perhaps  at  this  time  a  discussion  of  our  consultative  style 
would  be  in  order.  Our  initial  visit  is  structured  in  large  part  by 
our  desire  to  be  seen  not  as  "experts"  who  have  all  the  solutions, 
nor  as  people  who  are  evaluating  or  judging  the  teacher's  perform- 
ance of  her  duties.  Rather,  we  hope  to  be  seen  as  people  who  are 
interested  in  learning  from  the  teacher  things  about  the  child 
which  can  be  of  help  to  all  of  us. 

We  value  very  much  the  contribution  that  a  teacher  can  make 
to  a  diagnostic  evaluation  of  a  child,  based  on  her  relationship 
with  him,  and  we  try  to  give  this  impression  to  teachers  with  whom 
we  come  in  contact.  Thus,  we  are  not  there  to  tell  them  what  to 
do  but  rather  to  initiate  a  good  working  relationship.  The  key  is 
the  respect  for  the  teacher's  contribution  and  the  value  which  we 
put  on  the  classroom  observation.  Although  we  often  are  aware  of 
problem  areas  and  many  recommendations  which  we  could  make, 
we  usually  tell  the  teacher  that  we  would  like  to  share  her  im- 
pressions with  the  other  members  of  the  diagnostic  team  before 
coming  back  with  suggestions  for  her.  Hovyever,  situations  vary 
and  we  often  find  ourselvsii^^making  recommendations  during  this 


M.  ANDERSON  AND  L.  TURK        53 

first  visit.  In  addition,  we  often  attempt  to  be  supportive  of  teacliers 
at  this  time.  IViany  times  our  passive,  "listening,"  initial  visit  be- 
comes an  active,  involved  one  as  our  abstract  idea  confronts  the 
reality  of  the  classroom  situation.  One  thing  remains  constant;  in 
addition  to  getting  information  about  the  child,  it  is  important  for 
the  future  of  our  relationship  that  the  teacher  see  the  liaison 
teacher  as  a  helping  person  who  will  be  back  soon  with  more 
information. 

This  information  is  arrived  at  through  collaboration  and  con- 
ferences with  the  other  members  of  the  diagnostic  team.  Infor- 
mation from  the  child  and  parent  interviews,  the  psychological 
evaluation,  and  the  school  visit  is  shared.  At  this  time  the  value 
of  the  liaison  teachers  to  the  clinic  is  very  apparent  because  we 
represent  a  different  viewpoint,  arrived  at  differently,  than  the 
other  members  of  the  diagnostic  team.  We  see  the  child  in  a 
familiar  environment  and  are  able  to  get  an  impression  of  how  he 
functions  on  a  day-to-day  basis.  In  contrast,  he  is  seen  at  the  clinic 
in  a  one-to-one  situation  with  a  strange  adult  and  in  what  is  gen- 
erally for  the  child  a  stressful  situation.  After  seeing  a  very  active, 
easily  distracted  child  with  a  short  attention  span  in  the  classroom 
setting,  we  might  bring  up  the  issue  of  possible  minimal  brain 
dysfunction.  Often  in  the  one-to-one  child  interviews  this  behavior 
might  not  be  so  evident. 

Based  on  the  information  from  all  viewpoints  and  our  total 
understanding  of  the  child,  we  try  to  come  up  with  a  treatment 
plan  which  is  comprehensive  in  that  it  involves  all  areas  of  the 
child's  life.  This  might  include  a  recommendation  of  long-term 
therapy  for  the  child  and  casework  for  the  parents  along  with  work 
with  the  school.  Or  it  might  involve  any  of  these.  However,  it  is 
not  really  a  case  of  whether  we  will  work  with  the  school  but  how 
much  and  in  what  ways  we  will  do  so. 

We  always  go  back  and  meet  with  the  child's  teachers  after 
our  diagnostic  evaluation  is  completed.  The  purpose  of  this  meet- 
ing is  to  share  with  the  teacher  our  findings  and  to  let  her  know 
that  we  will  work  with  her  in  implementing  the  clinic's  and  her 
recommendations.  This  work  will  continue  as  long  as  the  clinic  is 
involved  with  the  child.  These  first  consultations  follow  no  set 
pattern.  Generally,  we  do  share  the  clinic's  view  of  the  child  only 
in  general  terms  with  the  teacher  (i.e.,  we  do  not  release  diagnoses, 
test  scores,  etc.).  We  treat  the  information  received  from  both 
the  parent  and  child  interviews  as  confidential. 

While  the  consultations  do  vary  greatly,  there  are  generally 
two  elements  present  in  our  consultative  work  with  teachers.  The 
first  is  concerned  with  the  strengths  and  weaknesses  of  the  teacher, 
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her  feelings  and  attitudes,  and  only  incidentally  her  teaching  tech- 
niques. We  attempt  to  be  emphathetic  and  understanding  in  an 
effort  to  support  the  teacher  in  her  work  with  ail  the  children  in 
her  class.  We  feel  that  it  is  important  that  we  be  seen  as  sup- 
portive people  who  are  working  in  alliance  with  the  teacher  rather 
than  expecting  a  certain  job  performance  from  her.  A  lot  of  this 
preliminary  work  might  be  loosely  termed  relationship  building. 

The  second  part  of  our  consultation  with  the  teacher  is  con- 
cerned with  more  concrete  recommendations  about  academic  and 
behavioral  management  techniques.  Throughout  the  consultation 
we  feel  it  is  important  that  we  be  seen  not  as  people  who  are 
taking  over,  not  as  "experts,"  but  rather  as  people  who  are  willing 
to  work  in  common  cause  with  the  teacher.  It  is  crucial  that  we  not 
give  an  excuse  for  the  teacher  to  abdicate  responsibility.  We  avoid 
labeling  and  the  use  of  psychiatric  jargon  because  we  feel  that 
this  often  leads  to  just  such  an  abdication  of  responsibility  on  the 
part  of  the  teacher.  That  is,  if  she  sees  the  child  as  "emotionally 
disturbed"  or  "brain  damaged,"  these  conceptualizations  can  con- 
firm the  teacher  in  her  reluctance  to  work  with  a  difficult  child  by 
leading  to  rationalizations  such  as  "I'm  just  a  teacher,"  "I'm  not 
trained  to  work  with  children  like  that,"  etc.  Therefore,  we  feel  that 
attempts  to  create  "junior  psychiatrists"  out  of  teachers  would 
not  only  be  misguided  but  would  be  counterproductive.  We  do  not 
emphasize  our  work  in  the  clinic  with  the  child  or  the  parents  but 
rather  what  the  teacher  can  do  in  her  classroom.  Throughout,  we 
work  very  hard  to  give  the  impression  that  the  child  is  the  respon- 
sibility of  the  school,  not  of  "mental  health." 

Our  reception  and  the  amount  of  change  which  we  are  able  to 
help  produce  depends  in  large  part  upon  the  personality  of  the 
teacher.  Originally  we  were  concerned  about  the  way  we  would  be 
received  by  teachers.  However,  the  overwhelming  majority  of 
teachers  and  other  school  personnel  have  responded  very  posi- 
tively to  our  overtures.  During  the  five  years  of  our  combined 
experience  in  working  in  the  schools,  it  is  very  apparent  to  us  that 
most  teachers  feel  a  great  need  for  a  service  such  as  ours.  We 
have  been  impressed  by  their  ability  to  accept  our  help,  by  their 
cooperation,  and  by  the  genuineness  of  their  commitment  to  their 
children.  We  have  found  most  teachers  to  be  very  knowledgeable 
of  the  strengths  and  weaknesses  of  their  children  and  to  be  inter- 
ested in  working  more  effectively  with  them. 

Our  goals,  of  course,  are  different  for  each  teacher  and  each 
child.  For  example,  we  might  have  as  our  goal  to  help  a  teacher  to 
be  more  comfortable  about  her  feelings  about  a  child,  simply 
giving  her  the  opportunity  to  ventilate  with  an  empathetic,  under- 
standing  person.   We   might   be   interested    in   working  with   the 
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teacher  to  help  change  her  conception  of  the  child  from  one  who 
is  a  "bad"  child  to  that  of  a  child  for  whom  school,  i.e.,  the  be- 
havioral and  academic  tasks  with  which  he  is  faced,  is  genuinely 
difficult.  Either  of  these  kinds  of  work  with  a  teacher  might  also 
include  working  with  her  to  help  modify  her  teaching  methods, 
such  as  recommending  that  she  break  a  child's  work  down  into 
smaller  steps  or  allow  him  some  free  time  contingent  upon  per- 
formance of  a  specific  academic  task. 

At  the  other  end  of  the  spectrum,  and  with  many  teachers,  we 
are  able  to  do  much  more.  Often  we  work  in  consultation  with  the 
child's  teachers  over  a  period  of  several  years  and  find  that  it  is 
possible  to  make  dramatic  changes  in  the  school  experience  for  a 
particular  child.  This  might  involve  both  attitudinal  changes  on  the 
part  of  teachers  and  a  full-scale  psycho-educational  program  for 
the  child — a  program  which  might  not  have  been  implemented 
without  our  help. 

In  one  case  this  sort  of  program  continued  for  several 
years  and  involved  significant  attitudinal  changes  on  the  part  of 
several  of  the  child's  teachers  as  well  as  a  great  variety  of  academic 
intervention.  This  included  the  use  of  specific  academic  materials, 
a  "buddy  system"  of  tutoring,  the  development  of  a  summer  tutor- 
ing program  for  the  child,  and  the  use  of  a  teacher  in  monitoring 
the  effects  of  medication  prescribed  for  hyperkinesis.  The  moni- 
toring of  the  medication  is  an  example  of  the  way  in  which  a 
teacher  might  be  much  more  actively  involved  in  the  treatment 
program  of  the  clinic.  We  have  found  teachers  to  be  of  great  assis- 
tance in  helping  us  assess  the  impact  of  medication  on  the  child's 
behavior. 

After  working  with  several  of  this  child's  teachers,  we  began 
to  see  that  the  effect  of  our  intervention  might  be  much  broader 
than  just  helping  one  child.  Often  a  phenomenon  occurs  which 
confirms  this  opinion — i.e.,  a  teacher  begins  discussing  other  "prob- 
lem children"  in  her  class  and  she  talks  more  freely  with  us  about 
the  difficulties  and  frustrations  which  she  encounters  in  her  at- 
temps  to  reach  these  children.  By  so  doing,  the  teacher  is  able  to 
obtain  support  and  reassurance,  suggestions  which  might  be  of 
help  to  her  in  dealing  with  many  children,  and  a  greater  knowledge 
about  what  are  appropriate  reasons  for  concern  and  possibly 
further  referral.  As  well  as  in  theory,  we  find  that  in  practice,  also, 
effective  consultation  aids  not  only  one  child  but  many  children 
over  a  period  of  years. 

Throughout  this  paper  we  have  emphasized  our  work  with  the 
schools.  However,  we  have  also  been  received  well  by  the  mem- 
bers of  the  clinic.  We  feel  that  our  colleagues  have  become  in- 
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creasingly  aware  of  our  value  and  of  the  importance  of  working 
with  the  schools,  and  they  have  been  of  great  help  to  us  by  sup- 
porting the  development  of  this  role.  We  feel  that  there  is  a  great 
need  for  closer  collaboration  between  clinics  and  schools.  As  a 
means  toward  bridging  the  gap  between  these  two  systems,  we 
are  proposing  as  a  model  the  role  of  the  liaison  teacher.  Therefore, 
we  have  begun  a  liaison  teacher  training  program  for  graduate 
students  in  education  from  area  universities.  In  addition,  we  have 
begun  to  give  a  limited  amount  of  training  to  mental  health  pro- 
fessionals who  are  currently  consulting  with  schools.  We  feel  that 
with  greater  contact  between  clinics  and  schools,  both  will  grow 
in  understanding  and  in  their  ability  to  meet  the  needs  of  the 
children  whom  they  serve. 


CLINICAL  AND  PROGRAM  NOTES 

From  time  to  time  the  editors  receive  short  notes  presenting 
interesting  vignettes  and  hypotheses.  Following  is  one  of  these 
which  we  would  like  to  share  with  our  readers. 


THE  PSYCHOTHERAPIST  AS  AN  ENVIRONMENTAL 

ENGINEER 

Francis  T.  Miller 

Department  of  Psychiatry  and  Psychology 
University  of  North  Carolina 

and 

Rolffs  S.  Pinkerton 

Department  of  Psychiatry,  University  of  North  Carolina  and 

Associate  Director,  Orange-Person-Chatham  County 

Mental  Health  Center 


The  mental  health  professional  is  aware  of  the  existence  of  a 
variety  of  helping  resources  in  the  community.  These  may  be  insti- 
tutional (church,  school  or  social  service  agency)  or  individuals  in 
helping  roles.  The  mental  health  professional  knows  of  the  sup- 
portive and  mental  health-related  roles  of  these  helpers  and  may 
I  even  consult  with  them  on  cases  where  therapeutic  expertise  is 
required.  Frequently,  however,  the  strengths  of  the  community 
resources  are  not  utilized  in  developing  therapeutic  programs.  The 
thesis  of  this  paper  is  that  many  individuals,  legitimately  classified 
as  patients  or  even  as  patients  with  severe  problems,  can  be  more 
effectively  treated  by  utilizing  resources  in  the  natural  environ- 
ment. These  may  be  called  upon  as  auxiliary  therapeutic  aids  or 
even  as  primary  therapeutic  resources.  In  such  cases  the  psycho- 
therapist may  serve  as  a  manager  of  the  therapeutic  process.  Thus, 
the  treatment  alternatives  may  be  expanded. 

Currently,  three  modalities  of  psychotherapy  can  be  created  by 
the  community-based   psychotherapist.  These  are: 

(1)  Clinic-based  psychotherapy — This  modality  is  an  obvious  one 
and  includes  several  approaches  (individual,  group,  marital)  with 
or  without  drug  management.  Such  psychotherapy  is  essentially 
unrelated  to  the  community  setting. 

(2)  The  community  as  co-therapist— Increasingly,  however,  psycho- 
therapists in  community  settings  are  more  aware  of  the  potential 
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for  coordinated  treatment  efforts  with  local  "frontline"  agencies 
such  as  schools,  social  service  agencies,  ministers,  and  public 
health  nurses.  Instead  of  viewing  such  resources  as  "meddlers" 
that  muddy  psychotherapeutic  waters,  as  has  historically  been  the 
case,  the  psychotherapist  is  becoming  increasingly  aware  of  their 
potential  psychotherapeutic  contribution.  A  case  in  point  is  a  15- 
year-old  youth,  "William,"  who  was  hospitalized  with  an  acute 
schizophrenic  reaction.  Upon  his  return  to  the  community  and  later 
to  the  mental  health  center,  his  erratic  progress  (related  to  a  lack 
of  family  support  and  of  limited  psychotherapy  time)  led  to  the  con- 
clusion that  the  major  environmental  resource  for  this  boy  might 
be  his  school.  The  school  counselor  was  seen  for  consultation  as 
were  William's  teachers  and  a  treatment  program  was  developed. 
The  consultant's  role  was  one  of  aiding  the  "helpers"  in  their  re- 
habilitation of  the  young  man  at  school.  During  subsequent  months 
he  continued  as  a  clinic  outpatient;  however,  the  major  therapeutic 
effort  was  at  his  school.  The  school  became,  in  effect,  a  "surrogate 
family"  with  the  high  school  counselor  functioning  as  a  "surrogate 
mother."  She  was  supportive  and  was  supervised  by  the  consultant- 
psychotherapist.  William's  history  and  his  adjustment  pattern  fol- 
lowing the  involvement  of  the  school  suggested  that  his  rehabili- 
tation would  have  been  slower,  if  not  impossible,  without  the  sup- 
port of  the  co-therapist-school. 

(3)  The  community  as  the  primary  therapist— This  modality  is  illus- 
trated by  the  case  of  "Alice"  who,  as  a  6th  grade  student,  was 
caught  in  a  developmental  crisis.  Her  family  could  be  of  little  assis- 
tance in  the  therapeutic  process  because  of  an  alcoholic  father  and 
a  very  passive-dependent  mother. 

Developmentally,  Alice  needed  help  in  moving  from  girl-girl  to 
girl-boy  relationships.  Her  father  became  anxious  and  "stormy" 
when  his  support  was  needed.  With  the  mother's  permission,  a  sur- 
rogate family  was  developed  consisting  of  the  school  counselor  and 
a  male  teacher  whose  role  was  to  be  "interested  and  available"  to 
Alice.  The  counselor  encouraged  the  relationship  with  the  teacher. 
Within  a  short  time  Alice's  depression  lifted,  obsessional  thoughts 
disappeared,  and  she  began  dealing  effectively  with  age-appropriate 
problems.  At  that  time  she  voluntarily  began  to  decrease  her  de- 
mands on  the  surrogate  family. 

The  surrogate  family,  and  especially  the  male  teacher,  had 
carried  the  therapeutic  load.  The  trained  psychotherapist  worked 
as  a  consultant  and  supervised  the  therapeutic  process.  At  no  time 
was  Alice  formally  identified  as  a  patient  and  at  no  time  was  she 
in  traditional  psychotherapy. 
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In  summary,  this  brief  paper  describes  an  expansion  of  thera- 
peutic alternatives  through  two  cases  where  community  helpers 
served  as  co-therapists  and  primary  therapists.  It  is  our  thesis  that 
both  cases  were  treated  more  quickly,  more  economically,  and  more 
effectively  by  regimens  drawing  heavily  on  strengths  found  in  the 
natural  environment. 
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NORTH  CAROLINA  GROUP  BEHAVIOR  SOCIETY 

The  North  Carolina  Group  Behavior  Society  is  an  organization 
open  to  professionals  who  are  involved  in  the  various  facets  of 
human  group  behavior.  Interest  in  group  phenomena  today  is  char- 
acterized by  diversity  and  healthy  optimism,  so  the  Society  em- 
braces a  broad  philosophy  which  bridges  many  professions,  special 
interest  groups  and  work  situations.  Current  membership  includes 
those  from  the  disciplines  of  counseling,  education,  the  ministry, 
nursing,  psychiatry,  psychology,  social  work,  sociology,  and  voca- 
tional rehabilitation.  Members  have  their  primary  employment  in 
a  variety  of  settings  such  as  community  mental  health  clinics,  cor- 
rectional institutions,  private  practice,  state  hospitals  and  univer- 
sity departments. 

The  stated  purposes  for  NCGBS  are:  (1)  to  promote  education 
in  group  behavior  principles  and  practice;  (2)  to  conduct  scientific 
meetings  and  to  provide  a  forum  for  the  exchange  of  ideas,  theo- 
ries, studies,  research,  information  and  experience  in  group  be- 
havior; (3)  to  encourage  and  promote  the  writing  and  publication 
of  studies  and  research  in  group  behavior;  and  (4)  to  promote  the 
establishment  of  training  programs  in  group  behavior,  and  to  en- 
courage the  use  of  group  behavior  in  a  greater  number  of  facilities. 
Membership  is  open  to  persons  of  professional  integrity  living  or 
working  in  North  Carolina  who  are  occupationally  engaged  in  help- 
ing relationships  using  experiential  learning  in  groups.  The  Society 
conducts  two  annual  meetings.  The  Fall  session  is  designed  to 
provide  a  learning  experience  for  NCGBS  members  only.  The  Spring 
session,  by  contrast,  involves  the  use  of  group  leaders  from  the 
Society  itself  who  will  provide  learning  experiences.  Non  members 
from  North  Carolina  who  work  with  groups  professionally,  as  well 
as  NCGBS  members,  are  invited  to  attend  the  Spring  Session.  For 
additional  information  please  contact  Thomas  E.  Long,  Ph.D.,  De- 
partment of  Psychology,  East  Carolina  University,  Greenville,  North 
Carolina  27834. 
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